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Psychological Distress and Relationship Satisfaction Among Survivors of Sexual Violence 
 
The World Health Organization (WHO; 2002) has indicated that sexual violence is 
a serious public health concern, and both the WHO and the United Nations (UN) have 
declared that violence against women, in particular, is a profound violation of human rights 
(UN General Assembly, 1993; WHO, 2017). Although the systemic and negative impact 
of trauma on family and intimate relationships have been well documented, the empirical 
literature regarding the effects of adult sexual trauma on relationship satisfaction is less 
robust. These studies are designed to address this gap and will do so with analyses centered 
on an understudied population: the experiences of lesbian, gay, bisexual, transgender, and 
queer individuals. Additionally, this research will add to the literature by exploring 
individual coping strategies (e.g., emotion-focused coping) and relational processes (e.g., 
decision-making) in relation to relationship satisfaction, while considering assault severity 
and psychological distress. Thus, this research presents opportunities for application in 
clinical contexts whereby clinicians can focus on creating opportunities for shared 
decision-making when couples in which one partner has a sexual assault history present 
for therapy 
Study 1: Intimate relationships are critical to posttraumatic functioning; however, 
there is limited information concerning the association between PTSD symptoms and 
relationship satisfaction among individuals who have experienced sexual assault in 
adulthood. Inclusion criteria for this study required participants (N = 480) to be at least 18 
years of age, have personal experience with sexual victimization since their 14th birthday, 
and to be currently involved in a romantic relationship (married or in a committed 
relationship). This study is designed to examine how relationship satisfaction varies 
according to sexual assault severity and levels of posttraumatic stress among individuals 
in committed relationships. Additionally, given empirical evidence suggesting that 
treatment for psychological distress might mitigate the association between PTSD 
symptoms and relationship satisfaction, t tests will also be used to assess whether 
relationship satisfaction statistically differs for assault survivors depending on whether or 
not they participated in mental health counseling following an experience of sexual 
violence. Finally, given the relevance of emotion-focused coping related to posttraumatic 
well-being and relationship functioning, I have hypothesized that behavioral emotion-
     
 
focused coping explains unique variance in relationship satisfaction, even after accounting 
for the variance explained by PTSD symptom severity.  
Study 2: Sexual and gender minority (SGM) individuals experience 
disproportionately high rates of mental health problems and sexual violence compared to 
heterosexual adults. Given limited empirical evidence hinting at the potential for 
relationship involvement to buffer adverse mental health effects among SGM individuals 
who have experienced sexual violence, this study is designed to assess whether PTSD 
symptom severity differs by gender identity (cisgender vs. transgender and gender 
nonconforming), sexual orientation identity (sexual minority identity vs. 
heterosexual/straight), and relationship involvement (yes vs. no). In addition, PTSD 
symptom severity will be assessed in relation to sexual identity (sexual minority vs. 
straight) and three levels of relationship status: not currently partnered, partnered but not 
married, and married. Finally, relationship involvement will be explored as a potential 
moderator of the association between sexual violence severity and PTSD symptom 
severity. Participants included 322 individuals who had experienced sexual violence within 
the past 12 months. Previous experiences of sexual violence and length of current 
relationship were controlled for in the analyses. 
Study 3: Romantic relationships seem to provide added benefits to SGM 
individuals. Moreover, how partners engage with each other appears particularly relevant 
for understanding relational contexts that promote psychological resilience following 
experiences of trauma. The positive relational processes by which SGM individuals solve 
problems, initiate conversation, and make decisions—often to a degree more effective than 
heterosexual couples (Gottman et al., 2003)—might be helpful for understanding whether 
and how relationships act as a protective factor for adverse mental health problems 
following sexual violence. Thus, this study is designed to consider the associations between 
relational processes (i.e., decision-making power), relationship satisfaction, and PTSD 
among SGM individuals who have experienced sexual violence. More specifically, I will 
attempt to identify what role, if any, decision-making power has in the relationship between 
relationship satisfaction, PTSD, and sexual violence among SGM individuals. Participants 
(N = 143) currently partnered SGM individuals who had reported experiences of sexual 
violence at some point since their 14th birthday. 
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CHAPTER 1.  INTRODUCTION 
1.1 Sexual Violence 
The World Health Organization (WHO; 2002) indicates that sexual violence is a 
serious public health concern, and the International Criminal Court’s definition of “crimes 
against humanity” includes, “rape, sexual slavery, enforced prostitution, forced pregnancy, 
enforced sterilization, or any other form of sexual violence of comparable gravity” and 
applies to men and women alike (Rome Statute of the International Criminal Court, 1993, 
p. 7). Both the WHO and the United Nations (UN) have declared that violence against 
women, in particular, is a profound violation of human rights (UN General Assembly, 
1993; WHO, 2017), and a multinational study by the WHO found that women’s lifetime 
prevalence of being sexually victimized by a partner ranged from as low as 6% in Japan, 
Serbia, and Montenegro to as high as 59% in Ethiopia (García-Moreno et al., 2005). In the 
United States, the Centers for Disease Control and Prevention has asserted that sexual 
violence is a substantial problem (Basile et al., 2016): Approximately 11–18% of women 
and 1–3% of men report being sexually assaulted at some point during their lives (Tjaden 
& Theonnes, 2000). Another study found that nearly 1 in 5 women and 1 in 71 men in the 
United States have been raped at some point in their lives, and regarding sexual violence 
other than rape, approximately 1 in 2 women and 1 in 5 men in the United States experience 
sexual violence (Black et al., 2011). 
Sexual violence encompasses a wide range of sexually violent acts (Canan & 
Levand, 2019) and has been defined as: 
any sexual act, attempts to obtain a sexual act, or acts to traffic for sexual purposes, 
directed against a person using coercion, harassment or advances made by any person 
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regardless of their relationship to the victim, in any setting, including but not limited to 
home and work (Jewkes et al., 2002, p. 149). 
Notably, this definition accounts for the different contexts in which sexual violence 
can occur (e.g., rape in the context of war), the wide range of victim–perpetrator 
relationships (e.g., sexual assault by an intimate partner), various forms of coercion (e.g., 
coercion via physical threat), and levels of severity (e.g., sexual harassment). It is therefore 
important to distinguish between different contexts, victim–perpetrator relationships, 
coercive tactics, and levels of severity when studying sexual violence (Dartnall & Jewkes, 
2013). 
Although anyone can experience sexual violence, victims tend to be female 
(MacKinnon, 2016; Maxwell & Scott, 2014), and the risk of sexual violence is particularly 
high among racial and ethnic minorities (Abbey et al., 2010; Black et al., 2011; Tjaden & 
Theonnes, 2006) and lesbian and bisexual women (Rothman et al., 2011; Walters et al., 
2013). Increased vulnerability to sexual violence is also associated with being younger 
rather than older (Siddique, 2015), having previously been raped or sexually assaulted 
(Classen et al., 2005; Siegel & Williams, 2003), and having many sexual partners (Cook 
et al., 2016; Holm Bramsen et al., 2012). Among other factors influencing the risk of 
sexual violence, consuming drugs and alcohol is associated with elevated risk (Siegel & 
Williams, 2013), as is poverty (Xu et al., 2013). 
 Sexual violence is also associated with numerous physical and mental health 
consequences. For instance, sexual violence is associated with sexual and reproductive 
health complications (e.g., contracting sexually transmitted infections; Alvarado et al., 
2018; Grose et al., 2020; Neilson et al., 2017) and sexual risk-taking behavior (Cook et al., 
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2016; Kaufman et al., 2019). Regarding mental health effects, sexual violence is associated 
with depression, anxiety disorders, and posttraumatic stress disorder (Carlson & Oshri, 
2018; Chrisler & Ferguson, 2006; Elkit & Chistiansen, 2010: Hedtke et al., 2008; Rees et 
al., 2011). Additionally, sexual violence is associated with an increased risk of suicidal 
ideation and suicide attempts (Pico-Alfonso et al., 2006; Tomasula et al., 2012). In fact, 
one study found that individuals with sexual assault histories were six times more likely 
to report a suicide attempt in the past year than those without sexual assault histories 
(Tomasula et al., 2012). 
The economic costs of sexual violence are high; for example, the estimated costs 
of sexual violence in Iowa was $4.7 billion in 2009 and in Michigan was $6.5 billion in 
1996 (Post et al., 2002; Yang et al., 2014). The estimated lifetime cost of rape per victim 
in the United States was $122,461 in 2011, with a population economic burden of $3.1 
trillion dollars, which included costs associated with healthcare, the criminal justice 
system, and productivity (Peterson et al., 2017). Moreover, survivors of intimate partner 
violence, sexual violence, and stalking miss a mean of 4.9 days from work and school, 
which translates to $730 in losses per victim and a $110 billion productivity loss across 
the U.S. population (Peterson et al., 2018). 
 Families reproduce societal values and norms (Few-Demo, 2014; Pitre & 
Kushner, 2015) that likely sustain sexual violence (Randall & Venkatesh, 2015). Family 
scholars are uniquely situated to address the complexities of sexual violence through the 
study of relationships among individuals and the examination of social forces that 
influence the context of sexual violence (Gilgun, 2012). Indeed, family scholars have 
established a need to focus on the political and economic contexts in which families are 
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situated by intentionally examining the intersection of power, inequality, and inequity to 
better understand how individuals, relationships, and families function (Ferree, 2010; Few-
Demo, 2014; Pitre & Kushner, 2015). Individuals are inseparable from their historical, 
political, and social contexts; the beliefs, assumptions, and practices of individuals are 
always contextualized. Thus, family scholars must consider how individuals and families 
interact with other systems and institutions, how individuals and families are shaping these 
interactive processes, and how individuals and families are being shaped by these systems 
and institutions (Gilgun, 2006). Family theories offer an emerging perspective for 
conceptualizing sexual violence because the effects of sexual trauma are multifaceted and 
cannot be understood at the individual level alone (Morrison, 2007). All spheres of social 
life must be considered to fully understand systemic and multilayered processes involved 
in sexual violence. 
In this regard, the relational experiences associated with sexual violence 
victimization are addressed herein. First, in this chapter, I will overview three theories that 
might be particularly helpful for framing the scope needed to understand sexual violence 
and address both the individual and interpersonal consequences of sexual violence: human 
ecological theory, the life course perspective, and feminist family theory. The next three 
chapters comprise three research studies that examine the interplay between sexual 
violence, psychological distress, and intimate relationships. More specifically, I will 
empirically examine how relationship satisfaction varies according to sexual victimization 
histories and psychological distress, how psychological distress varies according to sexual 
victimization histories and relationship involvement, and the role of relational processes 
in the relationships between relationship satisfaction, psychological distress, and sexual 
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violence. Finally, I will conclude with suggestions for how family scientists can contribute 
to the field of sexual violence in an applied context. 
1.2 Human Ecology Theory and the Bioecological Model 
 Human ecology theory provides a framework for understanding how sexual 
violence victimization impacts individual and familial behaviors. Notably, human ecology 
theory has emerged as a useful framework for considering how individuals, groups, and 
communities can approach sexual assault prevention efforts across ecological 
environments (see McMahon et al., 2019). Bronfenbrenner (1979, 1989) first 
conceptualized the ecosystem as an array of interconnected systems that make up the 
ecological environment for the purpose of stressing the interrelatedness of individuals and 
their various contexts, as well as the simultaneous impacts people and context have on 
human development. Over time and until his death, Bronfenbrenner continuously 
reassessed and refined his theory of human development, ultimately introducing the 
Process–Person–Context–Time (PPCT) model (Brofenbrenner, 2005; Bronfenbrenner & 
Morris, 1998). The PPCT model provides a framework for viewing the variability of 
developmental processes as a function of process, person, context, and time 
(Bronfenbrenner & Morris, 1998; Smith & Hammon, 2012), and can be used to examine 
the family’s role in individual outcomes following sexual violence victimization. 
1.2.1 Process 
 At the core of the PPCT model is process, which represents the dynamic 
ways of interaction between organisms (i.e., individuals) and their environments. Proximal 
processes, more specifically, encompass the reciprocal and ongoing interactions between 
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individuals and the objects, persons, and symbols in their external environment. As the 
primary mechanism for development, proximal processes reflect those processes that 
occur in an individual’s most immediate environments over an extended period of time, 
which are likely to have enduring and lasting impacts (Bronfenbrenner & Morris, 1998). 
As these dynamic processes operate and change over time to become more complex and 
interrelated, the characteristics of the person (e.g., coping skills), the characteristics of the 
environment (e.g., availability of resources), the nature of the developmental outcomes 
considered (e.g., achieving resiliency following trauma), and the historicity and timing of 
social changes systematically influence the form, content, power, and direction of the 
proximal processes (Bronfenbrenner & Morris, 1998; Tudge et al., 2009). Thus, in the 
PPCT model, process explains the interconnection and reciprocal nature of person, 
context, and time. 
1.2.2 Person 
 The person component of the PPCT model represents the personal 
characteristics that an individual brings to any social situation and has been classified into 
three categories of characteristics. Demand characteristics, such as age, gender, and 
personal appearance, act as immediate stimuli by influencing initial expectations in the 
context of a new encounter. In the context of sexual victimization, gender can have an 
immediate impact on one’s belief as to whether an assault has occurred. For example, male 
survivors of sexual assault report confusion about their role as a victim of abuse and have 
difficulty articulating what abuse actually is from a male victim’s perspective (Zverina et 
al., 2011). The shame experienced, compounded with the incorrect but prevalent 
assumption that men are not or should not be victims of sexual assault can lead male 
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survivors to minimize or even conceal their experiences. Furthermore, the construction of 
a victim identity is integral to the accessibility and focus of social assistance and resources 
(e.g., counseling services; Leisenring, 2006; Wood & Rennie, 1994), and male victims of 
sexual violence therefore experience different barriers to recovery than their female 
counterparts. Resource characteristics include mental and emotional resources (e.g., past 
experiences, intelligence, etc.) as well as social and material resources (e.g., housing, 
educational opportunities, etc.) and are not readily apparent but are often inferred from 
demand characteristics (Bronfenbrenner & Morris, 1998; Trudge et al., 2009). Adult 
sexual victimization is common among those who are socially disadvantaged, and 
compared to non-victims, victims of sexual violence are more likely to have lower incomes 
(Xu et al., 2012). Although sexual violence occurs across all sociodemographic statuses, 
lower socioeconomic status is associated with an increased risk for violent exposure 
(Crouch et al., 2000; Spencer et al., 2020; Yakubovich et al., 2018), indicating that 
resource characteristics such as socioeconomic status are associated with exposure to 
sexual violence. Furthermore, a lack of economic resources can contribute to the 
development of attitudes that facilitate violence (see Markowitz, 2003, for review). Force 
characteristics are dispositional characteristics that concern differences in motivation, 
temperament, and persistence and can impact developmental trajectories (Tudge et al., 
2009). Notably, force characteristics entail components of one’s character that are 
associated with therapeutic effectiveness, such as with Trauma-Focused Cognitive 
Behavioral Therapy wherein the goal is to regulate affective, behavioral, biological, and 





 Context, or the environment, is made up of four interrelated systems. The 
microsystem represents the immediate environment of an individual and includes the 
family, school, work, and church. Individuals engage in multiple microsystems at once, 
and mesosystems describe the interrelations among those microsystems. Although 
individual behavior can vary based on environment, microsystems are not independent of 
one another, and the various components of the developing person’s environment both 
impact and are impacted by each additional microsystem (Tudge et al., 2009). For 
example, conflicting views on sex and sex education from a person’s school and church 
may interface in ways that influence how that person might understand a nonconsensual 
sexual experience, ultimately shaping the type of resource characteristics that are 
activated. Whereas the micro- and mesosystems encompass environments in which 
individuals are directly embedded, settings and institutions (e.g., government agencies, 
informal social networks, media, etc.) that are more diffuse and yet ever-present via their 
indirect impact on one’s development comprise the exosystem. Conceptualizations of rape 
and sexual assault in the media and popular culture often portray stereotypical conceptions 
of victim and offender identities, perpetuate rape myths, and reproduce hegemonic cultural 
attitudes surrounding sexual violence (Lindgren & Lundström, 2010). Thus, although an 
individual may not be directly or immediately impacted by the narratives portrayed about 
what constitutes sexual assault and who can experience sexual assault, these narratives can 
nonetheless have marked implications for informal or formal disclosure after a 
victimization experience. Finally, the macrosystem is defined by the values and belief 
systems (i.e., customs, values, laws, attitudes, etc.) of any given culture and encompasses 
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(provides context for) all of the other systems even while slowly shifting in response to 
changes in those other systems (Bronfenbrenner, 1993; Bronfenbrenner & Morris, 1998; 
Tudge et al., 2009). 
1.2.4 Time 
 The time component of the PPCT model represents how processes, person, 
and context develop and change over time (Bronfenbrenner & Morris, 1998), and concerns 
both the relative constancy and change in all aspects of the PPCT model (Trudge et al., 
2009). Micro-time represents what is occurring during a particular activity or interaction. 
For example, sexual assault survivors may experience guilt for not fighting back during an 
act of sexual violence, which may lead them to question whether what they experienced 
actually occurred. Relatedly, meso-time represents the degree to which activities and 
interactions occur. Cumulative effects at the mesosystem level can be attributed to either 
interactions with individuals over time (i.e., repeated sexual assault by the same 
individual) or consistency in interactions across multiple individuals and contexts (i.e., 
repeated experiences of sexual violence across the life course). Macro-time most closely 
resembles Bronfenbrenner’s conceptualization of the chronosystem and refers to the 
developmental processes that vary according to specific historical events that occur at any 
given developmental period. Dramatic shifts in rape law, both within international courts 
and within the United States (Randall & Vankatesh, 2015), the grassroots efforts of 
women’s groups (#MeToo; Jansson & Eduards, 2016), and the development of Sexual 
Nurse Examiner programs (Mulla, 2014), for example, have helped mobilize support and 
resources for survivors of sexual violence. Notably, however, the humanitarian 
conceptualization of rape as a form of gender-based inequality (Davidson, 2018) and the 
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public recognition of rape and sexual assault as an increasing public health concern 
(Schwartz et al., 2015) has done little to increase the reporting rates of sexually violent 
crimes (Randall & Venkatesh, 2015). 
1.2.5 Implications 
The nested structure of ecological environments in the PPCT model supports the 
argument that the etiology of violence is multilayered. Indeed, it is not only the experience 
of sexual violence that affects the individual but also the process and context through 
which sexual violence occurs and is experienced, including social and cultural factors that 
have contributed to its occurrence over time. Thus, the various and interconnected systems 
of influence are important for understanding how spheres of interaction cultivate sexual 
violence and the health and well-being of those who have experienced it. Viewing sexual 
violence victimization through the lens of human ecology theory places a spotlight on the 
risk factors, barriers, and resiliency factors within each system, and in doing so provides 
avenues to promote, understand, and treat survivors of sexual violence. In addition to 
prevention efforts in the form of bystander intervention (see Banyard, 2019, for review), 
an ecological approach to sexual violence victimization could include an examination of 
survivors’ interpersonal relationships, especially given that the dissolution or avoidance of 
relationships following sexual violence is not uncommon (Miller, 2020; O’Callaghan et 
al., 2019). Moreover, the interpersonal nature of sexual violence warrants investigation 
into relationships at the familial, community, and societal levels because these 
relationships could be avenues for healing and combatting the negative effects of sexual 
victimization and support the notion that the social ecology surrounding survivors of 
sexual victimization contributes to post-assault outcomes (Campbell et al., 2009). 
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1.3 Life Course Perspective 
 Aging and human development are lifelong processes, and the life course 
perspective (LCP) takes into account the interplay between the social course of lives and 
those aging and developmental processes (Elder & Rockwell, 1979). The LCP largely 
emerged from decades of research that showed the impact historical events, like the Great 
Depression, had on families, work, and education years after the economy had recovered 
(Elder, 1974). In addition to locating individual developmental trajectories within social 
and historical contexts, the “timing, duration, spacing, and order of [life] events and 
[social] roles” have vast developmental implications (Elder & Rockwell, 1979, p. 2). 
Therefore, life stages can only be understood in relation to other stages across the lifespan 
and to the social mores of the historical moment. Moreover, the interplay between age and 
time has both social and historical meaning; chronological age represents the aging process 
whereas social age reflects the social roles and timing of said roles within any given society 
(Elder, 1994; Elder & Rockwell, 1979). Additionally, age, and more specifically birth year, 
places individuals within a specific cohort in which members experience historical and 
social changes together, locating individuals in history just as “social age locates roles in 
the social structure” (Elder & Rockwell, 1979, p. 3). Using the LCP, sexual violence could 
also be viewed as a process rather than an event, and sexual violence victimization is not 
only contextualized within individual life histories, but also embedded within social and 
historical structures. Thus, the LCP is a useful framework for considering the role social, 




1.3.1 Historical time and place 
 The life course principle of historical time and place indicates that one’s life 
course is embedded in and shaped by—that is, cannot be fully understood independent 
of—the historical time and location one’s experiences occur (Elder, 1998). Sexual 
violence has a long history (Schultz et al., 2016), but contemporary social and legal views 
of and approaches toward sexual violence have changed over time, thereby changing the 
ways in which it is experienced. For example, feminist mobilization strategies have helped 
to shift the perception of rape from a consequence of irresponsible individual behavior 
toward a view that rape and sexual assault is a systemic social problem (Boyle et al., 2017). 
Perhaps most notably in the social media age, digital feminism (e.g., #MeToo, #TimesUp) 
can be a source of community, connection, and a form of solidarity in addressing rape 
culture (Mendes et al., 2018). The democratic grassroots nature of digital movements such 
as #MeToo place sexual harassment, sexism, and rape culture center stage in the public 
conscience and gain traction in many disparate pockets of society (Mendes et al., 2018). 
Furthermore, digital spaces can provide support and validation where other systems and 
individuals have failed (Alaggia & Wang, 2020). 
Although changes within the justice system often reflect social realities 
(MacKinnon, 2014), and steps have been taken to combat sexual violence both 
domestically and internationally, reporting rates of sexual violence remain low (Randall 
& Venkatesh, 2015). Still, the American Law Institute’s 1962 Model Penal Code, which 
originally included spousal immunity for rape, has undergone revisions due to the power 
dynamics within spousal relationships in conjunction with increasingly prevalent norms 
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and expectations concerning gender equality; the Code now stipulates that rape can occur 
between spouses and is a crime (Davidson, 2018). 
Legal changes paired with the meaningful work and coalition building occurring 
within digital spaces has likely contributed to a change in what it means to have 
experienced sexual violence. For example, a study found that 69% of Americans believe 
the #MeToo movement has created an environment where those who are accused of sexual 
assault and harassment will be held accountable (Jackson et al., 2018). However, despite 
the consciousness raising that comes from grassroot efforts and the creation of disclosure 
spaces for survivors of sexual violence, experiences of sexual violence remain 
complicated: sexism and racism are normalized in everyday life, marginalized identities 
are not adequately represented in cultural narratives of sexual violence, and barriers still 
exist for disclosing experiences of sexual violence (Battaglia et al., 2019). Nonetheless, 
sexual violence today is embedded in and shaped by social, legal, and cultural challenges 
to narratives about sexual violence. 
1.3.2 Trajectories and Transitions 
Transitions and trajectories are key principles that guide life course research (Elder, 
1998; George, 1993). Transitions, or changes in status, tend to be brief but can have long-
term consequences (George, 1993). For many, experiencing sexual violence is a 
consequential life event that produces “identifiable, discrete changes in life patterns that 
disrupt usual behaviors and can threaten or challenge personal well-being” (George, 1989, 
p. 243). Indeed, research has found that sexual assault survivors are experiencing both 
positive (e.g., appreciation of life) and negative (e.g., psychological distress) changes 2 
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weeks following sexual violence (Frazier et al., 2001), highlighting the multifaceted 
consequences associated with sexual victimization. 
Those who experience sexual victimization must make sense of their experiences 
and identities, and gender stereotypes and sexual scripts are influential in this regard 
(Boyle & McKinzie, 2015). For instance, if the assault does not follow stereotypical 
narratives of rape—a violent assault perpetuated by a stranger—women are less likely to 
label their experience as rape (Littleton et al., 2007; Wilson & Miller, 2015), which could 
create barriers for disclosing this event and receiving help. Moreover, a victim versus 
survivor identity is associated with psychological distress: Individuals who identify as 
“survivors” of sexual violence report less distress (i.e., negative emotions, depression, 
reduced self-esteem) than those who identify as “victims” or “victim/survivors” (Boyle & 
Rogers, 2020). The clustering of “victims” and “victim/survivors” and distinction with 
“survivors” in terms of distress suggests that the absence of a victim identity is associated 
with less distress (Boyle & Rogers, 2020). The “victim” label has also been associated 
with posttraumatic stress and shame whereas the “survivor” label is associated with anger 
and less depression (Boyle & Clay-Warner, 2018). In any case, transitions immediately 
following sexual victimization can have long-term consequences if those transitions hinder 
the access and use of support resources. 
Notably, transitions are embedded within trajectories, which are “long-term 
patterns of stability and change” (George, 1993, p. 358). Additionally, the consequences 
of violence may differ based on when it occurs and how it occurs (Swartout et al., 2011; 
Williams, 2003). For instance, both childhood sexual assault (CSA) and witnessing 
domestic violence as a child are associated with elevated risk for sexual assault in 
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adolescence; however, whereas CSA continues to be associated with heightened risk for 
sexual assault in college and beyond, the risk associated with witnessing domestic violence 
in childhood recedes (Swartout et al., 2011). In the case of domestic violence, transitioning 
out of the home seems to serve as a protective factor; however, those with CSA histories 
remain at risk regardless of the transition and continue to be impacted over time. Women 
with cumulative abuse histories that started in childhood also have poorer health and fewer 
socioeconomic resources in later life (Davies et al., 2015). 
In addition to early experiences of sexual victimization having consequences for 
revictimization and overall health, these experiences also appear to be important for later 
interpersonal relationships. For instance, rape is associated with discomfort in close 
relationships and is characterized by fear of abandonment, fear of intimacy, and distrust of 
others (Thelen et al., 1998). Furthermore, CSA is associated with the development of 
insecure attachment dimensions, which can indirectly lead to psychological and couple 
distress (Godbout et al., 2009) and is also associated with an elevated risk for experiencing 
physical assault in intimate relationships (Bond & Bond, 2004; Doumas et al., 2008; 
Sandberg et al., 2019). Perhaps this is not surprising given that childhood trauma can elicit 
confusion and feelings of inadequacy, ultimately shaping how individuals see themselves 
in relation to others. Notably, if these feelings and representations persist overtime—as is 
suggested by prototype models of attachment (Fraley et al., 2011; Jones et al., 2018; Stern 
et al., 2018)—and are possibly even reinforced through subsequent adverse events, the 
relationship trajectories of individuals who have experienced sexual violence will 
undoubtedly shift based on these violent experiences. 
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1.3.3 Timing in Lives 
 The timing in lives component suggests that the timing of life transitions 
has long-term consequences for individuals due to the effect on subsequent transitions 
(Elder, 1998). Indeed, early life experiences shape individual differences in outcomes in 
later life (Alwin, 2012), and sexual assault is no exception. For instance, experiencing 
sexual assault by 18 years of age is associated with small but statistically significant 
detrimental effects on global health outcomes (Kuhlman et al., 2018). Potter et al. (2018) 
found that, among women who were assaulted during college, physical, mental, and 
reproductive health problems related to the assault were self-reported as barriers to 
educational and career goals. Unwanted sexual experiences also appear to affect different 
aspects of female sexuality depending on the developmental time period in which the 
violence occurs. More specifically, women who experience sexual violence following 
puberty report more sexual distress and more difficulties with orgasm, sexual arousal, and 
sexual satisfaction than both those who have never experienced sexual violence and those 
who report CSA (Maseroli et al., 2018). Furthermore, women exposed to unwanted sexual 
experiences in childhood report greater body image concerns and higher depersonalization 
scores than those without a history of sexual violence (Maseroli et al., 2018). Although 
these results demonstrate that unwanted sexual experiences in adolescence have a marked 
impact on female sexuality, they also suggest that the timing of sexual violence might 
result in vastly different developmental trajectories, which are further complicated by 
various disadvantages and advantages. 
Cumulative advantages or disadvantages can stem from circumstances such as 
socioeconomic status (e.g., access to resources), life experiences (e.g., adverse childhood 
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experiences), and social capital (e.g., holding a social position of power; Alwin, 2012). 
For example, sexual assault survivors are at high risk of revictimization, which is 
associated with adverse mental and physical health outcomes (Brown et al., 2009; Classen 
et al., 2005; Jozkowski & Sanders, 2012). Research also indicates that revictimization 
trajectories differ for those who experience sexual violence. For instance, exposure to 
sexual violence in adolescence makes individuals vulnerable to revictimization trajectories 
that either (a) persist over the early life course and beyond (i.e., chronic revictimization), 
or (b) are characterized by a sharp increase in revictimization in early adulthood 
(emerging-adulthood revictimization; Papalia et al., 2017). This is perhaps due to the onset 
of puberty and the associated psychosexual, social, physiological, and cognitive changes 
that occur during this period of development. Accordingly, poor adjustment during this 
period could leave individuals vulnerable to revictimization in the future. 
It is also likely that CSA is interrelated with other experiences of early adversity, 
such as family disruptions (e.g., family imprisonment, parental maladjustment), social 
disadvantage (e.g., unemployment, high crime rates), and a high risk for poly-victimization 
(e.g., co-occurring physical abuse, domestic violence, etc.) and revictimization (Bhandari 
et al., 2011; Finkelhor et al., 2007; Koverola et al., 1996; Morris et al., 2019; Mustaine et 
al., 2014; Ports et al., 2016; Widom et al., 2008). When adverse circumstances such as 
family disruption and social disadvantages co-occur with sexual abuse as well as other 
forms of violence and neglect, the resulting cumulative disadvantage can lead to complex 
trauma, which most often results from repeated exposures to severe stressors and is 
characterized by poor self-regulation and interpersonal problems (Cohen et al., 2012; 
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Herman, 1992; Lawson et al., 2013). Accordingly, the LCP takes into account how family 
interactions and disruptions could cultivate a cycle of violence. 
1.3.4 Linked Lives 
 The interconnected nature of human lives is referred to as linked lives in the 
LCP (Alwin, 2012). Considering how lives are linked helps contextualize sexual violence 
within shared lives and ongoing relationships (Williams, 2003). Fallout from a traumatic 
event can manifest in other areas of the human experience, including in attachment 
relationships and especially in the case of complex trauma (Cohen et al., 2012). For 
example, CSA perpetrated by a parent or caregiver is a deep betrayal of safety and security. 
In the absence of a safe, secure, and nurturing environment, internal working models of 
the self and others are disrupted, which can interfere with the development of secure 
attachment and adversely affect an individual’s sense of self and trust in the world. 
Importantly, secure attachment mitigates both the risk of experiencing revictimization as 
well as the development of psychiatric symptoms often associated with traumatic 
experiences (Barnum & Perrone-McGovern, 2017; Cantón-Cortés et al., 2015; Smith & 
Stover, 2016; Stubenbort et al., 2002); however, individuals who experience complex 
trauma tend to report lifelong difficulties with relationships (Lawson et al., 2013) that 
manifest in the form of insecure attachment. 
Violence within family systems requires consideration not only for those who are 
victimized, but also for the other family subsystems (i.e., parent–child system, spousal 
relationship, sibling relationships, etc.) and sociocultural systems (i.e., patriarchy, criminal 
justice system, etc.) in which the violence occurs. For example, CSA perpetuated by a 
father not only has profound implications for the parent–child relationship, but also 
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represents a challenge for the relationship between the husband and the wife. Additionally, 
patriarchal notions of power and control might reaffirm the dominance of the father and 
the subordination of the mother and child within the family system. Thus, the ways in 
which our beliefs and social systems are reflected within family relationships can 
contribute to and sustain family violence. The concept of linked lives also suggests that 
the traumatic experiences of one individual can have ripple effects for others in the family 
system. In another example, the development of PTSD following an experience of sexual 
violence could lead a mother to be irritable and explosive or withdrawn and depressed, 
adversely affecting the quality and nature of both marital and parenting relationships. 
Social and historical forces are also expressed through shared networks of 
relationships (Elder, 1998). A sociopolitical analysis of sexual violence focused on gender, 
racial, and class inequalities can be helpful for understanding individual experiences of 
sexual violence. Furthermore, if sexual violence is conceptualized as a mechanism of 
inequality (Armstrong et al., 2018), the intersection of varying identities and social 
locations must be examined to better understand how to systemically address the impact 
of sexual violence (Gómez & Gobin, 2020). For example, sexual assault survivors who 
identify with racial or ethnic classifications that have a history of marginalization must 
navigate long-established discriminatory policies and laws that have disproportionately 
impacted their lived experiences (Gill, 2008; Sherman, 2016). This complex web of social 
inequalities might prevent individuals from accessing resources and services due to a 
distrust of the healthcare and criminal justice systems (Vinson & Oser, 2016; Wadsworth 
& Records, 2013). Moreover, social inequalities often manifest in social disadvantage, 
which is important in affecting the risk of being sexually victimized.  
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1.3.5 Human Agency 
 Human agency—the choices and actions individuals take based on the 
various opportunities and constraints afforded to them via social and historical 
circumstances (Elder, 1998)—can provide insight into why some who experience sexual 
violence do not develop interpersonal or identity problems whereas others do. Family 
scholars have argued that how power and agency are negotiated matters for trying to 
understand structural forces (Few Demo, 2014; Rossetto & Tollison, 2017) such as sexual 
violence. Families are uniquely situated to challenge gendered attitudes about power, 
agency, and sex (Rossetto & Tollison, 2017), but socialization practices that promote 
empowerment might not occur in families beset by interpersonal violence. 
Prevention and intervention programming are often focused on those who are most 
susceptible to sexual violence (women and girls), but programs focused on changing the 
behavior of women and girls perpetuate the idea that the responsibility for ending sexual 
violence lies with victims rather than perpetrators, and develops a dilemma wherein 
women are seen both as active change agents and as to blame for sexual violence (Curchin, 
2019), which can complicate experiences of sexual violence and lead to self-blame. For 
survivors in which such blame attributions develop, it can contribute to negative self-
image and weaken the ego identity (McEwan et al., 2002), potentially hampering recovery 
efforts. However, recognizing vulnerability and safety are critical for negotiating consent 
and establishing sexual agency post sexual trauma (Mark & Vowels, 2020), and a 
qualitative inquiry into how men and women heal from sexual violence suggests that 
managing memories, regulating relationships with others, constructing safety, and 
restoring a sense of self all contribute to a greater sense of agency and satisfaction across 
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the life course (Draucker et al., 2009). Thus, as presented here, negotiating safety is both 
a critical component of resiliency and sexual agency post-assault and a reflection of social 
and cultural norms that support violence against women. So, the choices and actions that 
individuals take when responding to sexual violence are both contextualized within social 
and cultural norms and a result of internal processing tendencies and individual identity 
characteristics. If, by chance, institutional responses to sexual violence are culturally and 
socially relevant, dissemination could challenge harmful norms in a meaningful way, 
thereby reducing the tendency for institutions and people to victim-blame and improving 
the chances a survivor has to access help and live a satisfying life. Notably, there has been 
an increasing effort to expand the scope of institutional responses to sexual violence to one 
that also includes men and boys (Barker et al., 2007). The LCP concept of human agency 
takes into account the tension between social and cultural opportunities and constraints as 
well as individual choice. 
1.3.6 Implications 
Using the life course perspective to understand sexual violence can help address 
the impact of sexual violence on individual functioning over the life span by taking into 
account historical and social contexts, developmental trajectories, shared networks and 
relationships, and the actions and behaviors of those affected. Moreover, the relative 
contributions of multiple experiences with sexual violence and the developmental timing 
at which initial or subsequent acts of violence occur are areas of research well-suited for 
life course principles. The life course perspective can provide insights into the 
developmental nuances associated with sexual violence that could have policy or clinical 
implications in later life stages. Similarly, the life course principles of linked lives and 
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historical time and place bring meaning to the interpersonal and social nature of sexual 
violence and promote a macro-level perspective for understanding sexual violence. 
Engaging with the complex and multiple trajectories that occur following sexual violence 
can also allow practitioners to be aware of the compounding effects of sexual violence that 
can contribute to adverse health over the lifespan (Kuhlman et al., 2018). 
1.4 Feminist Family Theory 
 Feminist family theory provides a framework for understanding how sexual 
violence is associated with gender inequality at the societal level, which exists in nearly 
all social institutions due to institutional sexism and discrimination. In fact, in a cross-
national comparison concerning violence against women, the status of women, and fear 
among women indicated that the occupational and educational status of women was related 
to the prevalence of sexual violence against women; these factors accounted for 41% and 
40% of the variance in sexual violence, respectively (Yodanis, 2004). Moreover, Yodanis’ 
(2004) findings suggest that structural gender inequality is related to sexual violence, and 
that rates of sexual violence are associated with women’s fear. These findings provide 
empirical support for feminist theory’s position that violence against women is linked to 
structural inequalities. 
The history of feminism has been largely conceptualized into three distinct and 
chronological waves: securing equal rights for women (Wave 1), challenging racism and 
sexism in established institutions (Wave 2), and focusing on multiple forms of oppressions 
that are experienced on an individual basis as the result of societal oppression (Wave 3; 
Smith & Hannon, 2012). Notably, however, the wave metaphor is viewed by some as an 
oversimplification of feminist praxis for understanding complex social issues such as 
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sexual violence because single-factor theories of rape (e.g., rape is an expression of power 
and control) silence alternative ways of thinking about the history of feminism 
(Hemmings, 2001), and how sexual violence fits into that multifaceted history. For 
instance, although the radical feminist theory of rape represents an important contribution 
to the field, the proposition that rape is an expression of power and control minimizes the 
importance and prevalence of other reasons sexual violence occurs. Complex positionality, 
alternatively, offers ways to evaluate a situation (i.e., sexual violence) from multiple 
standpoints, creating room to identify overlapping aspects of divergent viewpoints while 
also accounting for differences across those viewpoints (May, 2015). 
 Therefore, different feminist theory paradigms are likely a better 
representation of how feminist theory has influenced understandings of sexual violence. 
For instance, sexual violence has been interpreted as a result of insufficient economic and 
social opportunities for women (Liberal Feminist Theory), patriarchy (i.e., social systems 
that value traditional masculine social norms; Radical Feminist Theory), class inequalities 
(Marxist Feminism), or a gendered performance (i.e., “doing gender”; Butler, 1988; 
Masculinities). Most recently, McPhail’s (2016) Feminist Framework Plus (FPP) has 
provided a more comprehensive explanation of the nature of sexual violence by knitting 
together aspects of the aforementioned theoretical paradigms while employing an 
intersectional focus. Theory-knitting accounts for the strengths and weaknesses of each 
theoretical framework by selectively knitting them into a single integrated framework with 
“internal coherence, unifying power, and explanatory depth” (McPhail, 2016, p. 321). 
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1.4.1 Feminist Framework Plus 
 The FFP utilizes five core ideas from five theoretical perspectives (radical 
feminism, liberal feminism, intersectionality, social construction, postmodern/queer 
theory): patriarchal power and control (rape is a political act to maintain male domination 
and female subordination); normative heterosexuality perspective (sexual violence is a 
continuation of heteronormativity and ensures female subjugation); at the intersections 
(sexual violence occurs at the intersection of various identities and social locations with 
varying degrees of oppression based on those interactions); doing masculinity, doing rape 
(rape is a way to achieve masculinity); and embodied sexual practice (rape is a specific act 
upon the body/self; the specific bodies and relationships matter). These core ideas reflect 
the salient theoretical premise of each of the five theoretical perspectives that underly the 
FFP, but importantly also indicate the five theories that contribute to the FFP include a 
feminist perspective, a focus on power relations and gender, and an acknowledgment of 
the cultural context (e.g., patriarchy) in which sexual violence occurs (McPhail, 2016). 
The theories also differ in meaningful ways—for example, embodied sexual practice 
differs from patriarchal power and control in that the former is concerned with 
intrapersonal and individual difference whereas the latter concerns macro-level 
constructions of gender—which provides the FFP with added complexity and explanatory 
power for understanding sexual violence. 
1.4.1.1 Feminist Framework 
The feminist framework is constructed by knitting together the five core ideas that 
emerged from the relevant theoretical perspectives. Specifically, five primary concepts 
flow from the feminist framework and reflect how the five core ideas converge and diverge 
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to increase the explanatory power of feminist theories of sexual violence. The first concept 
that emerges from the feminist framework is the acknowledgement that rape is both a 
violent and a sexual act “upon and by specific bodies, with sexual consequences for the 
survivor” (McPhail, 2016, p. 321). The second concept is an acknowledgement that sexual 
violence occurs due to multiple motives that can include, but are not limited to, revenge, 
attempts to perform masculinity, and expressions of power and control (McPhail, 2016). 
Thus, multiple motives—not only power and control—underlie sexual violence. The third 
concept, that sexual violence is both political and personal, conveys that sexual violence 
is present and should be understood at all levels of the sociopolitical spectrum, from the 
specificity of rape at the bodily level to the political level of patriarchy, as well as the 
multiple influences present across those levels of abstraction (McPhail, 2016). The fourth 
concept draws from Black feminist theorists such as Crenshaw (1991) and emphasizes the 
intersectionality of identities and oppression. Victims and perpetrators occupy multiple 
and simultaneous social identities, and these identities and positions shape life 
experiences, perspectives, and trajectories at personal, political, and historical levels 
(McPhail, 2016). Finally, the fifth concept of the feminist framework refers to the violent 
destabilization of the survivor’s existing self and acknowledges the harm that sexual 
violence does to the survivor (Canan & Levand, 2019; McPhail, 2016).  
1.4.1.2 Plus 
The “Plus” factors of the FFP include empirically derived risk factors for sexual 
violence that are largely overlooked by the cultural and social explanations provided in the 
feminist framework aspect of the FFP (McPhail, 2016). These risk factors have been 
loosely divided into five categories: psychological (e.g., low self-esteem), environmental 
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(e.g., child sexual abuse), developmental (e.g., attachment disorders), situational (e.g., 
alcohol and drug use), and biological (e.g., genetic factors). As indicated by McPhail 
(2016) and others (Craig et al., 2006; Fulu et al., 2013; Ward et al., 2006), the Plus factors 
are statistically associated with sexually aggressive men. Notably, psychological (e.g., 
negative urgency and trait anxiety and depression; Combs et al., 2018), environmental 
(e.g., child sexual abuse; Ports et al., 2016), developmental (e.g., insecure attachment; 
Dimitrova et al., 2010; Mikulincer et al., 2011; Ogle et al., 2015), and situational (e.g., 
membership in fraternity or sorority; Ford & Soto-Marquez, 2016) factors have 
statistically significant associations with negative health effects for survivors following 
experiences of sexual violence. In terms of risk factors for victimization, those individuals 
who experience CSA have a cumulative increase in the risk of experiencing adult sexual 
violence with each additional adverse childhood experience (Ports et al., 2016). 
Additionally, Greek life has been strongly associated with high prevalence of sexual 
assault in college students (Ford & Soto-Marquez, 2016). Notably, there are mixed 
findings regarding the impact of biological factors on post-assault well-being (see 
Campbell et al., 2009, for review), with some research indicating that changes in cortisol 
levels immediately following the assault are positively associated with the development of 
PTSD symptoms (Resnick et al., 1997), and other research finding that changes in cortisol 
levels following an assault are unrelated to PTSD (Resnick et al., 1995). 
1.4.2 Implications for Feminist Family Theory 
The FFP offers feminist family theorists a roadmap for locating behaviors and 
norms in historical, political, and social contexts, while offering more explanatory 
potential for understanding sexual violence than single-factor feminist theories. For 
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instance, the patriarchal power and control perspective acknowledges the political nature 
of the violent act and denies the sexual component of sexual violence (McPhail, 2016). 
The embodied sexual practice perspective of the FFP, in contrast, acknowledges the sexual 
nature of the violent act and explains why survivors might have difficulty engaging in 
consensual sexual relations with future intimate partners. Whereas the patriarchal power 
and control perspective alone does not distinguish between perpetrators, the embodied 
sexual practice perspective brings meaning to the nature of the relationship between the 
victim and the perpetrator. Paired with the fact that a majority of rapes and sexual assaults 
are perpetrated by someone known to the survivor (Wegner et al., 2014), the nature of the 
relationship between the victim and the perpetrator can have profound implications for 
survivors who are attempting to make meaning of their assaults, especially when the 
prevailing power and control narrative does not fit their experience (McPhail, 2016). 
Additionally, at the intersections paired with the embodied sexual practice perspective 
emphasizes that the consequences of experiencing sexual violence differ based on social 
categories and positions, whether that be in relation to the victim–perpetrator relationship 
and the social categorical intersections of the victim and perpetrator, or in relation to the 
social (e.g., social support) and political (e.g., access to criminal justice system) resources 
available to the survivor. For example, bisexual women experience greater PTSD and 
depression symptoms than heterosexual women following sexual trauma, and bisexual 
women consistently report greater levels of PTSD and depression symptoms over time 
than their heterosexual counterparts (Sigurvinsdottir & Ullman, 2015). 
The FFP framework is also of particular use for family science researchers. For 
instance, in a sample of 254 college women with sexual assault histories, 75% of the 
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victim–perpetrator relationships (friends, casual acquaintances, dating partner, etc.) 
continued following the assault (Edwards et al., 2012). Moreover, greater levels of trauma 
symptomology predicted relationship continuation, as did nondisclosure of the assault and 
limited perpetrator blame (Edwards et al., 2012). In the context of the FFP framework, 
these findings suggest that the nature of the victim–perpetrator relationship important, but 
so too is the nature of the post-assault relationship, both in terms of understanding the 
psychological well-being of survivors following the assault and in activating support 
networks. Furthermore, because the relationship between victim and perpetrator matters 
for post-assault recovery, and these relationships take on different meanings for 
individuals depending on their various social and political locations and have manifest 
personal and political implications, the nuances associated with sexual violence and the 
recovery from such an attack might be better framed within feminist frameworks such as 




CHAPTER 2. RELATIONSHIP SATISFACTION AMONG SURVIVORS OF SEXUAL ASSAULT: 
CONSIDERING PTSD, EMOTION-FOCUSED COPING, AND MENTAL HEALTH SERVICES 
Although social, intimate, and familial relationships buffer the impact of trauma 
(Gutermann et al., 2016; Smith et al., 2020), they can also be the source of trauma. 
Empirical research has consistently found a link between posttraumatic stress disorder 
(PTSD) and intimate relationship problems (Matsakis, 2004): Meta-analyses have found 
small associations between PTSD and relationship quality (r = -.24; Lambert et al., 2012) 
and medium associations between PTSD and relationship discord (r = .38; Taft et al., 
2011). Other meta-analyses have found small (r = .28; Ozer et al., 2003) and medium (r = 
.40; Brewin et al., 2000) associations between a lack of social support and PTSD in adults 
who have experienced various types of trauma. Another meta-analysis found moderate 
effect sizes between PTSD and marital and partner functioning problems (z = .31) as well 
as between PTSD and physical or emotional intimacy problems (z = .33; Birkley et al., 
2016). Moreover, empirical inquiries concerning the holistic impact of trauma suggest 
that trauma symptoms are negatively associated with relationship satisfaction for soldiers 
and their partners (Goff et al., 2007), and that greater incidences of trauma among 
married women predict lower relationship satisfaction for their husbands (Ruhlmann et 
al., 2018). Among heterosexual couples in which both partners reported previous trauma, 
husband’s PTSD symptoms predict lower relationship satisfaction for both themselves 
and their spouses (Rhulmann et al., 2018). 
Although the systemic and negative impact of trauma on family and intimate 
relationships have been well documented, the empirical literature regarding the effects of 
adult sexual trauma on relationship satisfaction is less robust. However, there is evidence 
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to suggest that adult sexual assault is associated with lower relationship satisfaction and 
emotional intimacy among women in heterosexual relationships (Georgia et al., 2018). 
Additionally, mental health symptoms (e.g., depression and anxiety) have been found to 
independently mediate the relationship between both adult sexual assault and child sexual 
abuse (CSA) and the satisfaction of both members of the dyad; however, when other 
variables hypothesized to indirectly influence the relationship (e.g., emotional intimacy) 
were entered into the model, the link between mental health and relationship satisfaction 
became statistically nonsignificant, likely due to the shared variance with emotional 
intimacy (Georgia et al., 2018). Although Georgia et al.’s findings indicate a statistical 
association between marital distress and mental health symptoms among female survivors 
of sexual assault, PTSD symptom severity and assault severity were not considered. 
Additionally, there is limited research on emotion-focused coping strategies among 
survivors of sexual violence (Classen et al., 2005), and research suggests that emotional 
regulation in close relationships can dampen the risk of negative psychological outcomes 
(Dimitrova et al., 2009). Thus, the purpose of this study is to extend these findings by 
considering the severity of sexual assault experiences, PTSD symptom severity, emotion-
focused coping, and relationship satisfaction among married and currently partnered 
individuals reporting a sexual victimization experience since their 14th birthday. Before 
detailing the method of analysis, the existing literature regarding sexual assault and 




2.1 Background Literature 
A majority of individuals who experience sexual assault are not married when 
victimized, but among married individuals, those who are sexually assaulted report 
receiving less emotional support from their spouses than do those who have not been 
sexually assaulted (Golding et al., 2002). Moreover, those who report experiencing 
multiple sexual assaults in their history report receiving less emotional support from a 
spouse than do those who report one instance of sexual assault (Golding et al., 2002). 
Given the negative association between sexual assault survivors and spousal support, and 
the fact that individuals with previous sexual abuse or assault histories are at a higher risk 
for subsequent revictimization (see Classen et al., 2005, for review), which can have 
negative impacts on indicators of health and sexual well-being (Jozkowski & Sanders, 
2012), the nature of intimate relationships among survivors of sexual assault warrants 
further investigation. Although intimate relationships can certainly maintain and 
exacerbate personal problems, these relationships can also be “active sources of healing” 
(Johnson, 2002, pp. 4) for trauma survivors, and the ways in which survivors make 
meaning of their trauma histories is inherently social (Harvey et al., 2000; Tummala-
Narra, 2012).  
In the context of adverse life events, spousal support is critical for marital and 
psychological well-being. For example, experiencing a physical attack statistically predicts 
marital distress and disharmony, but this statistical relationship only holds for individuals 
with lower-than-mean levels of spousal support (Broman et al., 1996). Concerning 
psychological well-being, positive spousal support buffers against trauma symptoms for 
men exposed to intimate partner violence in childhood, whereas negative spousal support 
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exacerbates trauma symptoms (Evans et al., 2014). Notably, the buffering and potentiating 
effects of spousal support are less at higher levels of abuse severity (Evans et al., 2014). 
Women’s symptoms, however, were statistically unrelated to either positive or negative 
spousal support (Evans et al., 2014). In sum, the amount (low vs. high) and the type 
(positive vs. negative) of spousal support can exacerbate or diminish the psychological and 
interpersonal effects of trauma, yet for individuals with multiple or severe trauma histories, 
the role spousal support plays in the association between trauma and support might be less 
pronounced. Although these findings have yet to be explored in relation to sexual violence 
specifically, the level of support provided in marital relationships might buffer against or 
exacerbate the health and well-being of survivors of sexual assault. 
 
2.1.1 Sexual Assault and Mental Health 
Many survivors of sexual violence develop symptoms of traumatic stress (Frazier 
et al., 2009; Paquette et al., 2019; Robinaugh & McNally, 2011). Notably, however, adult 
sexual assault survivors show lower levels of functioning than survivors of CSA and peer 
sexual abuse—unwanted and nonconsensual sexual behaviors occurring before 16 years 
of age with a perpetrator of a similar age—on correlates of mental health such as 
depression, anxiety, postsexual abuse trauma, sleep dysfunction, and dissociation (Maker 
et al., 2001). Furthermore, females who report being particularly distressed about sexual 
assault experienced during military service also report greater PTSD and disorders of 
extreme stress not otherwise specified (e.g., emotion regulation difficulties, interpersonal 
problems, dissociation, etc.) than those who report being particularly distressed about 
other types of traumatic experiences (e.g., robbery; Luterek et al., 2011). Thus, not only 
is the sequalae different for survivors of adult sexual assault than other forms of violence, 
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but sexual violence, especially when reported as an individual’s most significant trauma, 
can lead to greater mental health symptoms than other types of trauma. 
Relatedly, another study found a negative relationship between PTSD symptom 
severity and relationship satisfaction among female survivors of sexual violence who 
were not currently receiving treatment for psychological distress, but not among those 
actively receiving treatment (DiMauro & Renshaw, 2018), suggesting that treatment for 
psychological distress might have mitigated the association between PSTD symptoms 
and relationship satisfaction. Indeed, specific PTSD symptom clusters, such as negative 
alterations in cognition and mood, dysphoric arousal, and anhedonia, mediate the 
relationship between military sexual trauma and sexual satisfaction, and military sexual 
trauma and sexual functioning (Blais et al., 2018). Addressing mental health concerns by 
participating in mental health treatment that focuses on reducing symptoms of PTSD, for 
example, might be beneficial for sexual assault survivors and their relationships. 
Conversely, strengthening aspects of intimate partnerships might have a profound impact 
on individual mental health symptoms given that low levels of sexual and relationship 
satisfaction are associated with a higher likelihood of developing serious and moderate 
psychological distress in men and women (Patrick et al., 2013). Relationship satisfaction 
has also been shown to prospectively predict decreases on individual PTSD symptoms 
such as reliving the trauma, emotional numbing, and irritability following non-
interpersonal trauma (LeBlanc et al., 2016). Given the limited information regarding the 
association between PTSD symptoms and relationship satisfaction in survivors of sexual 
violence, this study is designed to understand this association by also including assault-
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specific factors, like sexual assault severity, to assess the broader impact of sexual 
assault. 
 
2.1.2 Sexual Assault Severity and Relationship Satisfaction 
CSA is prevalent among adults presenting for sex therapy (Berthelot et al., 2014), 
and individuals who report genital penetration with or without genital trauma in 
childhood indicate more marital dissatisfaction than those who experienced CSA without 
genital penetration or trauma (Liang et al., 2006). Also, among married individuals with a 
history of CSA, those whose CSA experiences involved attempted or completed oral, 
anal, or vaginal penetration report substantially worse dyadic adjustment (d = .50), lower 
relationship satisfaction (d = .41), and less consensus (d = .46) than their counterparts 
whose CSA experiences did not involve penetration (Berthelot et al., 2014). Similarly, a 
nationally representative survey found that men and women who reported a history of 
CSA involving oral, anal, or vaginal penetration reported more marital disruption and 
lower relationship satisfaction than those who reported CSA without penetration and 
those without abuse histories (Finkelhor et al., 1989). For couples in which either one or 
both partners report a history of CSA, there is an elevated chance of contempt and 
defensiveness in the relationship relative to couples without a history of CSA (Walker et 
al., 2011). Moreover, compared to lesbian, bisexual, and queer women without a history 
of CSA, women who report CSA involving attempted and completed oral, anal, or 
vaginal penetration tend to have lower sexual desire, lower sexual satisfaction, and more 
frequent negative thoughts in dating relationships in later life (Crump & Byers, 2017). 
Taken together, mental health functioning and relationship satisfaction seem largely 
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dependent on the severity of CSA experienced, and it appears that experiences of adult 
sexual assault may follow similar patterns. 
Concerning relationship trajectories following sexual assault, unhealthy romantic 
relationship trajectories are similar for both low severity and high severity victims; 
however, trajectories among those who experience high severity sexual coercion tend to 
be more unhealthy than among those who experience low severity sexual coercion 
(Collibee & Furman, 2014). Overall, the findings from Collibee and Furman (2014) 
suggest that individuals who have experienced a sexual assault are at high risk of having 
unhealthy relationships, and although both high and low severity victims experience 
similar trajectories both immediately after and following the event, those who experience 
high-severity sexual coercion are more greatly impacted. Recent research also suggests 
that rape victims experience sequelae that differ in severity based on the type of coercive 
tactic used by the perpetrator during the assault (e.g., incapacitation, force, psychological 
coercion; Brown et al., 2009). Perpetrators who use incapacitation also differ in 
personality, attitude, and experience than perpetrators who use verbal coercion, for 
example (Abbey & Jacques-Tiura, 2011). These findings suggest that differentiating 
assaults based on tactic could aid in the prediction of post-assault psychological 
adjustment. Indeed, Zweig et al. (1999) found that among young adult women living in 
rural communities, those who had experienced sexual assault by force or psychological 
coercion had lower levels of psychological adjustment than women who experienced 
internal psychological pressure or substance-related sexual coercion. Such findings 
highlight the psychosocial consequences of sexual assault based on assault severity and 
reify the need to explore the relationship between PTSD symptoms and relationship 
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satisfaction following experiences of sexual assault, using information about assault 
severity. 
H1: PTSD statistically mediates the relationship between sexual victimization and 
relationship satisfaction, such that relationship satisfaction is lower among those 
with more severe PTSD symptoms. 
H2: Sexual assault survivors who receive mental health counseling following an 
assault report greater relationship satisfaction that those who do not receive 
mental health counseling. 
2.1.3 Emotional Coping and Relationship Satisfaction 
Coping is an adaptive process of responding to stress (Kraaij & Garnefski, 2019; 
Skinner et al., 2003), and is characterized by controlled and intentional cognitive and 
behavioral efforts to manage and regulate responses to stressful stimuli. Whereas 
problem-focused coping is focused on directly addressing a stressful stimulus, emotion-
focused coping is associated with efforts to manage emotions elicited by the stressor 
(Garnefski et al., 2001). Meta-analyses indicate that emotional suppression is associated 
with lower social support, lower social satisfaction, and poorer romantic relationship 
quality (Chervonsky & Hunt, 2017), and that dyadic coping, or the processes through 
which partners cope with stressors together, also predicts relationship satisfaction 
(Falconier et al., 2015). 
Indeed, cognitive emotion regulation strategies are related to positive dyadic 
coping, which in turn has been shown to be associated with relationship satisfaction 
(Rusu et al., 2019). Furthermore, among college aged males who experienced dating 
violence, psychological victimization was associated with less relationship satisfaction at 
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low levels of emotion-focused coping (Shorey et al., 2012). At high levels of emotion-
focused coping, the association with relationship satisfaction was weaker, but negative 
just the same. Thus, it appears that those who exhibit high levels of emotion-focused 
coping might experience greater relationship satisfaction than those with low levels of 
emotion-focused coping; however, the extent to which emotion-focused coping impacts 
the association between sexual victimization and relationship satisfaction has not been 
fully explored.  
Female sexual abuse victims appear to rely on emotion-focused strategies more 
than problem-focused strategies (Long & Jackson, 1993), and difficulties with emotion 
regulation have consistently offered unique explanatory power for understanding 
relational processes (e.g., sexual satisfaction) above and beyond the effects of previous 
maltreatment (Rellini et al., 2010; Rellini et al., 2012). In other words, emotion regulation 
accounts for more variance in relational processes than instances of child maltreatment, 
for example, although emotion regulation may not offer explanatory value for all aspects 
of a relationship (Rellini et al., 2012). Elevated emotion-focused coping and lower 
problem-focused coping has been associated with greater depressive symptoms 
(Matheson et al., 2007), and individuals with PTSD report greater levels of emotion 
dysregulation (Hanna & Orcutt, 2020). Indeed, behavioral emotion regulation, a form of 
emotion-focused coping, involves the controlled behavioral processes that an individual 
initiates when responding to stress (Kraaij & Garnefski, 2019), and plays a role in the 
relationship between stress and general well-being (Garnefski & Kraaij, 2006; Schroevers 
et al., 2007). The associations between emotion-focused coping and mental health 
symptoms, and the relevance of emotion regulation in relationship satisfaction and 
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relational processes, indicate that emotion-focused coping might interact with PTSD to 
explain the variance in relationship satisfaction among survivors of sexual assault. 
H3: Behavioral emotion-focused coping explains unique variance in relationship 
satisfaction among survivors of sexual violence, even after accounting for the 
variance explained by PTSD symptom severity. 
2.2 Method 
2.2.1 Sampling Procedures 
Participants were recruited via Amazon Mechanical Turk (MTurk), a 
crowdsourcing platform with a large and diverse subject pool that is representative of the 
U.S. population across many psychological dimensions (e.g., anxiety; McCredie & 
Morey, 2019). Moreover, participants recruited from MTurk are comparable in behavior 
(e.g., decision-making tasks) to individuals found at large universities (Mason & Suri, 
2012) and demonstrate high test–retest reliabilities (.80 < r < .92) on various 
psychometric scales (e.g., The Big Five Inventory, global self-esteem, etc.) compared to 
other internet samples, with good to excellent internal reliability values ( .73 <  <.93; 
Buhrmester et al., 2011). Additionally, samples from online crowdsourcing platforms 
have produced reliable and valid psychometric properties on technology-assisted models, 
similar to those found in student samples and consumer panels (Steelman et al., 2014). 
Web-based surveys have also been found to be an adequate mode of data collection 
regarding sexual victimization and perpetration (Johnson et al., 2017). 
Inclusion criteria for this study required participants to be at least 18 years of age, 
have personal experience with sexual victimization since their 14th birthday, and to be 
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currently involved in a romantic relationship (married or in a committed relationship). 
Eligible participants responded to questions concerning experiences of sexual violence, 
attachment, PTSD, emotional coping, relationship and sexual satisfaction, and decision-
making within relationships. Based on the distribution of median hourly wages for human 
intelligence task surveys on MTurk ($4.88; Hara et al., 2018), participants were paid 
$2.03 to complete the roughly 25-minute survey. 
Concerning the proposed mediation model (H1), the sample size required to detect 
a mediated effect (R2) depends on (a) the size of the predictor’s effect on the mediator 
variable (path a), and (b) the size of the mediator’s effect on the outcome variable when 
controlling for the predictor variable (path b; Fritz & MacKinnon, 2007). After 
accounting for missing data using listwise deletion, the analytic sample for the present 
study is 479 respondents, which is above the recommended sample size (N = 462) to 
detect mediated effects (B) of .14 and larger when using bias-corrected and accelerated 
bootstrapping with an alpha () of .05 and a beta () of .20. The results of a Monte Carlo 
power analysis for testing indirect effects (Schoemann et al., 2017)—using standardized 
coefficients of path a (B = .51), path b (B = -.18), and path c’ (-.01) and standard 
deviations of study variables—indicate that the sample size available provided statistical 
power of .92 for direct effects and was capable of reliably detecting mediated effects (B) 
of 0.03 and larger. Concerning H2, a statistical sensitivity power analysis for an 
independent t test using G*Power (Faul et al., 2007)—with a sample size of 479 and 
unequal group sizes (199 respondents participated in mental health counseling following 
an experience of sexual violence and 280 respondents did not), and based on a two-tailed 
alpha () of .05, a beta () of .20—provided sufficient power to detect effects size of d = 
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0.26 and larger. Concerning H3, a statistical sensitivity power analysis using G*Power 
(Faul, Erdfelder, Lang, & Buchner, 2007), based on an alpha (α) value of .05, a beta (β) 
value of .20, a sample size of 479 respondents, and six predictor variables, provides 
sufficient power to detect a medium effect size (f2) of .03 and larger. 
2.2.1.1 Sample Demographics 
 As displayed in Table 2.1, a majority of respondents were White (73.3%) and 
female (60.4%). The highest level of formal education varied; most either completed 
some college but did not earn a college degree (24.9%), earned a bachelor’s degree but 
nothing more (41.9%), or obtained a master’s degree (17.1%). Roughly one third of 
respondents (30.8%) indicated they were somewhat religious, and nearly the same 
number of participants indicated they were not at all religious (29.2%). Regardless of 
religiosity, a plurality identified as Catholic (41.9%); others identified as agnostic 
(14.8%), evangelical Protestant (11.5%), atheist (7.7%), and Christian (6.5%). Two thirds 
of respondents identified as heterosexual (67.9%) and 21.9% identified as bisexual. Many 
respondents reported sexual violence that occurred before 14 years of age (43.5%), 
whereas many others did not (43.8%); some were unsure (12.7%). 
 Participants in the sample were slightly younger (M = 35.1, SD = 10.5) than the 
mean age of Americans (U.S. Census Bureau, 2013). Females and Whites were slightly 
overrepresented in the sample relative to the U.S. population (U.S. Census Bureau, 2012; 
2013) as were lesbian, gay, bisexual, and transgender individuals (Chandra et al., 2011; 
Gates, 2011; Newport, 2018). These characteristics are associated with elevated risk for 
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experiencing sexual violence (Armstrong et al., 2018; Chen et al., 2020; Mellins et al., 
2017; Newcomb et al., 2020; Tjaden & Theonnes, 2006; Walters et al., 2013). 
2.2.2 Measures 
2.2.2.1 Sexual Experiences Survey–Short Form Victimization 
The Sexual Experiences Survey–Short Form Victimization (SES–SFV; Koss et 
al., 2007; see Appendix 1) was used to measure unwanted sexual experiences. More 
specifically, the SES–SFV comprises seven behaviorally-specific descriptions that meet 
legal definitions of various sex crimes (or five for male respondents; two vaginal 
penetration items are omitted); the instrument also has one item on aggressor gender, and 
one question that asks explicitly about rape. Within each type of sex crime, the 
instrument distinguishes among five tactics that could be used by another person to 
coerce the respondent to engage in the sexual act—verbal pressures, verbal criticism, 
incapacitation, physical threats, and physical force—creating 35 items by crossing each 
sexual act with each coercive tactic. Respondents indicate the number of times (0, 1, 2, or 
3+) each coercive tactic was used for each item in the past 12 months and since their 14th 
birthday until 1 year ago; these timeframes were collapsed to consider sexual violence 
experiences since turning 14 years of age. In other words, the SES–SFV captured the 
number of times respondent’s had experienced each type of sex crime according to the 
mode of coercive behavior the perpetrator(s) had used to commit the crime. 
The six sexual victimization experiences measured by the SES–SFV are non-
victim, unwanted sexual contact (e.g., “Someone fondled, kissed, or rubbed up against 
the private areas of my body [lips, breast/chest, crotch or butt] or removed some of my 
clothes without my consent [but did not attempt sexual penetration]”), attempted coercion 
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(e.g., “Even though it didn’t happen, someone TRIED to have oral sex with me, or make 
me have oral sex with them without my consent by telling lies, threatening to end the 
relationship, threatening to spread rumors about me, making promises I knew were 
untrue, or continually verbally pressuring me after I said I didn’t want to”), coercion 
(e.g., “Someone had oral sex with me or made me have oral sex with them without my 
consent by telling lies, threatening to end the relationship, threatening to spread rumors 
about me, making promises I knew were untrue, or continually verbally pressuring me 
after I said I didn’t want to”), attempted rape (e.g., “Even though it didn’t happen, 
someone TRIED to have oral sex with me, or make me have oral sex with them without 
my consent by taking advantage of me when I was too drunk or out of it to stop what was 
happening”), and rape (e.g., “A man put his penis into my butt, or someone inserted 
fingers or objects without my consent by using force, for example holding me down with 
their body weight, pinning my arms, or having a weapon”), resulting in classifications 
along a continuum of the least to the most severe. There are three standard scoring 
procedures for the SES-SFV (Koss et al., 2007; 2008): scoring based on individual items, 
which establishes the frequency of each type of sexual assault outcome for each sexual 
assault tactic by calculating a percentage of individuals who reported each outcome for 
each tactic at the individual item level; redundant scoring in which percentages are 
computed for nonvictimization, sexual contact through any tactic, attempted rape through 
coercion, completed rape through coercion, attempted rape through incapacitation or 
force, and completed rape through incapacitation or force; and mutually exclusive (i.e., 
nonredundant) scoring, which places respondents in the category of his or her most 
severe type of outcome. 
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 In a previous study with 224 college women, the SES–SFV’s internal consistency 
(Cronbach’s alpha) was .93 (Davidson & Gervais, 2015). The original SES has 
demonstrated good validity estimates with 1-week test–retest reliability (r = .93) and 
correlations with interview responses (r = .73; Koss & Gidycz, 1985). Test–retest 
reliability scores among male college students for the SES–SFV were statistically 
correlated after 2 weeks (.41 < r < .53; Anderson et al., 2018), and a 2-week test–retest 
reliability of the SES-SFV among 273 female undergraduate students demonstrated that 
73% of women replicated their original responses concerning unwanted experiences 
reported in the past year (Johnson et al., 2017). In this study, additional analyses 
indicated that the greatest stability in category endorsed was none; 17% of women 
endorsed items that were less severe and 11% endorsed items that were more severe at 
the third assessment (Johnson et al., 2017). 
2.2.2.1.1 SCORING 
Researchers (Arata & Lindman, 2001; Brown et al., 2015; Davis et al., 2014) have 
utilized several different scoring methods for the SES, including nonredundant 
categorization by assault severity (Koss et al., 2007; 2008), nonredundant categorization 
of rape by severity tactic (Brown et al., 2015), and the frequency of experiences weighted 
in order of severity (Arata & Lindman, 2002; Davidson & Gervais, 2015). More 
specifically, the SES–SFV contains a wealth of information regarding sexual assault 
experiences such as sexual assault tactics, outcomes, and frequency; yet, the conventional 
scoring methods do not reflect the comprehensiveness of the measure itself. Thus, a 
continuous variable of sexual violence was created as an indicator of rank severity, in 
which participants were given a severity score that summed the severity ranks of all the 
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different sexual assault outcomes they reported (i.e., sum of ranks) based on a severity-
ranking scheme that separated outcomes and tactics of the SES-SFV (see Davis et al., 
2014). More specifically, (a) unwanted sexual contact by verbal coercion was multiplied 
by 1, (b) unwanted sexual contact by incapacitation was multiplied by 2, (c) unwanted 
sexual contact by force was multiplied by 3, (d) attempted rape by coercion was 
multiplied by 4, (e) attempted rape by incapacitation was multiplied by 5, (f) attempted 
rape by force was multiplied by 6, (g) completed rape by coercion was multiplied by 7, 
(h) completed rape by incapacitation was multiplied by 8, and (i) completed rape by force 
was multiplied by 9. The nine categories were then summed to form a total continuous 
score, with zero representing no sexual violence and higher numbers representing more 
sexual assault outcomes experienced and greater severity of sexual violence. 
2.2.2.2 PTSD Checklist for DSM-5 
The 20-item PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013; see 
Appendix 2) was used to measure PTSD symptom severity among respondents. The 
PCL-5 asks respondents to rate the extent to which they have experienced symptoms in 
the past month, with 5-point Likert-type response options anchored by not at all (scored 
as 0) and extremely (4). Example items include, “In the past month, how much were you 
bothered by blaming yourself or someone else for the stressful experience or what 
happened after it?” and “In the past month, how much were you bothered by repeated, 
disturbing, and unwanted memories of the stressful experience?” Response options are 
summed so that higher scores correspond with more symptom severity for diagnostic 
criteria (re-experiencing, avoidance, negative alterations in cognition and mood, 
hyperarousal) and for the whole disorder (Weathers et al., 2013). A previous study of 278 
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college students reported an internal consistency (Cronbach’s alpha) for the PCL-5 of .94 
(Blevins et al., 2015). In the same study, the PCL-5 demonstrated good test–retest 
reliability over a 1-week period with 53 college students (r = .82; Blevins et al., 2015). In 
the present study, the PCL-5’s internal consistency (Cronbach’s alpha) was .97. 
2.2.2.3 Relationship Satisfaction 
 Relationship satisfaction was measured using the 5-item General Measure of 
Relationship Satisfaction (GMREL; Lawrance & Byers, 1992; see Appendix 3). 
Respondents are asked to rate their overall relationship with their partner on a 7-point 
semantic differential: bad–good, unpleasant–pleasant, negative–positive, unsatisfying–
satisfying, worthless–valuable. Scores were summed and higher scores indicated greater 
relationship satisfaction. The internal consistency (Cronbach’s alpha) for the GMREL in 
a sexually diverse sample of 955 adults was   = .97 (Mark et al., 2018). Test–retest 
reliability of the GMREL over periods of 3 months (r = .70; Lawrance & Byers, 1995) 
and 18 months (r = .61; Byers & MacNeil, 2006) was found to be acceptable. In the 
present study, the internal consistency (Cronbach’s alpha) of the GMREL was .92. 
2.2.2.4 Behavioral Emotion Regulation Questionnaire 
The 20-item Behavioral Emotion Regulation Questionnaire (BERQ; Kraaii & 
Garnefski, 2019; see Appendix 4) was used to measure dispositional behavioral emotion 
regulation strategies among respondents. The BERQ has five subscales, and each scale 
contains 4-items: Seeking Distraction (α = .76), Withdrawal (α = .86), Actively 
Approaching (α = .83), Seeking Social Support, (α = .83), and Ignoring (α = .85). The 
BERQ uses a 5-point Likert-type response format that asks respondents to indicate what 
they generally do when they experience negative or unpleasant events anchored by 
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almost never (1) and almost always (5). Example items include, “I isolate myself” 
(withdrawal) and “I look for someone who can support me” (seeking social support). 
Response options are summed for each subscale such that higher scores correspond with 
more distraction, withdrawal, active approaching, seeking out social support, and 
ignoring the stressful event, respectively. The test–retest reliabilities of the scales were 
found to be good over a two-year period with 120 adults (.47 < r < .75; Kraaij & 
Garnefski, 2019). 
2.2.2.5 Mental Health Participation 
 Respondents were asked whether they had ever received mental health counseling 
due to the sexual victimization(s) experiences described on the SES-SFV. Mental health 
participation was coded using dichotomous response options (no = 0; yes = 1). 
2.2.3 Design and Procedures 
Procedures for participation were implemented in accordance with the research 
protocol approved by the University of Kentucky Office of Research Integrity’s 
Institutional Review Board. Prior to starting the survey, informed consent was obtained 
from participants. Participants were asked demographic information (see Appendix 5) 
such as age, ethnicity, race, and gender, in addition to the measures described above. 
2.2.3.1 Analytic Approach 
 The data were analyzed for outliers using Mahalanobis distance, Cook’s, and 
Leverage values, as suggested by Tabachnick and Fidell (2012). Additionally, 
correlations for multicollinearity and additivity, and plots for normality, linearity, and 
homogeneity were generated, and all variables were found to be normally distributed. 
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The Breusch–Pagan test for heteroscedasticity (Breusch & Pagan, 1979) using the 
Breusch–Pagan and Koenker Test Macro (Garcia-Granero, 2002) indicated 
heteroscedasticity in the data, χ2 (2, N = 480) = 12.63, p = .002. Thus, heteroscedasticity-
consistent standard error estimators (HC3; Davidson & MacKinnon, 1993) were 
implemented in the analyses to ensure greater validity and power of the ordinary least 
squares regression models by adjusting the standard errors associated with the beta 
weights of the model (Hayes & Cai, 2007; Long & Ervin, 2000). 
Descriptive information was calculated for all study variables. To test H1, a 
mediation model using the PROCESS macro (Version 3.5; Hayes, 2012) within SPSS 
(Version 27) was tested to examine the indirect effect of PTSD on the relationship 
between sexual victimization and relationships satisfaction. Bias-corrected and 
accelerated bootstrapping (BCa) was used to generate 95% confidence intervals for the 
effects. If the confidence intervals did not include zero, the indirect effect was considered 
to be statistically significant. Estimates of indirect and direct effects of the predictor(s) on 
the outcomes are provided in the final model (see Figure 2.1). To test H2, an independent 
samples t test was conducted to assess whether relationship satisfaction statistically 
differs for assault survivors depending on whether they participated in mental health 
counseling following an experience of sexual violence. Finally, to test H3, a hierarchical 
multiple regression model was created to predict the extent to which respondents’ level of 
relationship satisfaction varies according to behavioral emotion-focused coping strategies 
and PTSD symptoms. Respondents’ PTSD symptom severity was entered in Step 1, and 
behavioral emotion coping strategies—seeking distraction, withdrawal, actively 




 As displayed in Table 2.2, participants reported a wide range of sexually violent 
experiences. In total, participants reported experiencing 17,844 acts of sexual violence 
since their 14th birthday.1 Notably, 68.8% of respondents reported rape (i.e., oral, anal, or 
vaginal penetration by a penis, fingers, or objects) by force as their most severe 
experience, and 10.8% of participants reported rape by incapacitation as their most severe 
act of sexual violence. Overall, 88.8% of respondents reported experiencing sexual 
contact by coercion as least once since their 14th birthday. In terms of act frequency, 
there were 3,031 reported instances of rape by coercion, followed by 2,991 instances of 
attempted rape (i.e., attempted oral, anal, or vaginal penetration by a penis, fingers, or 
objects) by coercion, and 2,546 instances of completed rape by force. 
Descriptive statistics and intercorrelations of study variables are presented in 
Table 2.3. One-tailed Pearson’s correlations were calculated to analyze the strength and 
direction of the relationships among respondents’ level of sexual victimization, 
relationship satisfaction, PTSD symptomology, and the five behavioral emotion 
regulation strategies (seeking distraction, withdrawal, active approach, seeking social 
support, ignore). Bootstrapping was also utilized to provide confidence intervals for each 
correlation, effectively quantifying the precision of the effect size estimate (r). Results 
indicated a small and negative association between sexual violence and relationship 
satisfaction (r = -.11). Sexual violence and PTSD were highly correlated (r = .52), 
whereas the five behavioral emotion regulation strategies demonstrated statistically 
 
1 The Sexual Experiences Survey–Short Form Victimization (SES-SFV) does not have the ability to 
distinguish whether endorsed outcomes or tactics occurred during multiple events or during a single event. 
The total number of occurrences was calculated by summing the frequency endorsed by each respondent 
for each outcome and tactic since their 14th birthday for the total analytic sample. 
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significant and positive associations with sexual violence ranging from small to moderate 
(.19 < r < .33). Relationship satisfaction and PTSD were negatively correlated (r = -.19); 
PTSD accounted for 3.6% of the variance in relationship satisfaction. 
Concerning the behavioral emotion regulation strategies, withdrawal (r = -.20), 
and ignoring (r = -.09), were negatively correlated with relationship satisfaction, whereas 
actively approaching (r = .12), and seeking social support (r = .15), were positively 
associated with relationship satisfaction. Notably, seeking distraction was statically 
unrelated to relationship satisfaction (r = -.01). There were small correlations between 
PTSD and actively approaching (r = .15), and seeking social support (r = .28). PTSD and 
seeking distraction were moderately correlated (r = .30), and PTSD was highly correlated 
with ignoring (r = .51), and withdrawal (r = .63). Most of the behavioral emotion 
regulation strategies demonstrated statistically significant and positive associations with 
one another ranging from small to large (.08 < r < .56); the exception being the 
association between withdrawal and actively approaching, which was statistically 
nonsignificant (r = .08). 
The SPSS macro PROCESS (Hayes, 2012) was used to test the mediating effect 
of PTSD on the association between sexual violence and relationship satisfaction. Sexual 
violence victimization statistically predicted PTSD, F(1, 478) = 192.14, p < .001, R2 = 
.272. As depicted in Figure 2.1, PTSD (B = -0.05, t = -3.40, p < .001) statistically 
predicted relationship satisfaction, but sexual violence victimization (B = -0.01, t = -0.29, 
p = .770) did not statistically predict relationship satisfaction when PTSD was entered 
into the model, F(2, 477) = 10.32, p < .001. The direction of the coefficients indicated 
that relationship satisfaction was associated with low levels of PTSD symptom severity 
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and fewer and less severe victimization experiences. There was a statistically significant 
indirect association between sexual violence victimization and relationship satisfaction 
through PTSD, B = -0.03, 95% BCa CI [-0.05, -0.15]. 
 An independent samples t test was conducted to evaluate differences in 
relationship satisfaction between those who participated in mental health services due to a 
sexual victimization experience and those who did not. Relationship satisfaction was 
slightly higher for those who did not use mental health services (M = 29.92, SD = 4.88) 
than those who did use mental health services (M = 29.52, SD = 5.37) in these data, but 
that difference cannot be assumed to exist in the population, t(478) = -0.85, p = .398, d = 
0.08, and in any case the mean difference was practically meaningless (0.40, 95% CI [-
1.37, 0.55]). This magnitude of difference indicates that those who did not participate in 
mental health services will have more relationship satisfaction in 52.3% of randomly 
paired individuals who did and did not participate in mental health services due to a 
sexual victimization experience. Notably, less than 1% of the variance in relationship 
satisfaction was explained by mental health participation. 
Hierarchical multiple regression was used to predict relationship satisfaction (M = 
29.76, SD = 5.09) using seeking distraction (M = 12.87, SD = 3.24), withdrawal (M = 
11.58, SD = 3.87), actively approaching (M = 12.46, SD = 3.59), seeking social support 
(M = 12.09, SD = 3.74), and ignoring (M = 11.66, SD = 3.90), after controlling for PTSD 
(M = 32.82, SD = 20.37; see Table 2.4). PTSD was entered at Step 1 and explained 3.6% 
of the variance in relationship satisfaction. After seeking distraction, withdrawal, actively 
approaching, seeking social support, and ignoring were added in Step 2, the total variance 
explained by the model was 9.3%, F(6, 473) = 24.03, p < .001. Thus, the five behavioral 
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emotion–focused coping strategies explained an additional 5.7% in relationship 
satisfaction, after controlling for PTSD, F change (5, 473) = 5.93, p < .001. Lower levels 
of PTSD symptom severity statistically predicted more relationship satisfaction (β = -.19, 
p < .001). Similarly, lower levels of withdrawal predicted more relationship satisfaction 
(β = -.14, p = .026). In contrast, higher levels of seeking social support statistically 
predicted more relationship satisfaction (β = .20, p < .001). More specifically, with all 
other predictors held constant in the model, for every standard deviation increase in 
PTSD, relationship satisfaction decreased by about one point. For every one standard 
deviation increase in withdrawal, relationship satisfaction decreased by about 0.75 points 
with all other predictors held constant in the model. Finally, controlling for all other 
predictors in the model, a one standard deviation increase in seeking social support 
resulted in about a one point increase in relationship satisfaction. 
2.4 Discussion 
 The purpose of this study was to examine the hypothesized effect of sexual 
violence victimization experiences on relationship satisfaction among married and 
currently partnered individuals who reported experiencing sexual violence since their 14th 
birthday. Specifically, PTSD was examined as a mediator of the association between 
sexual violence and relationship satisfaction, differences in relationship satisfaction were 
evaluated depending on respondents’ participation in mental health services following 
acts of sexual violence, and a model including five behavioral emotion-focused coping 
strategies and PTSD was used to predict relationship satisfaction. Moreover, to better 
examine the nuanced associations among individuals who reported multiple and varying 
sexual victimization experiences, assault severity was ranked based on a severity-ranking 
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scheme that considered outcomes (i.e., unwanted sexual contact, attempted rape, 
completed rape) as well as the tactics (i.e., coercion, incapacitation, force) used during 
the assault (Davis et al., 2014). 
2.4.1 Relevance of PTSD in Relationship Satisfaction 
 Consistent with H1, results indicate that the relationship between sexual violence 
and relationship satisfaction can be explained by PTSD symptom severity. Specifically, 
more severe sexual violence experiences predicted higher levels of PTSD symptoms that, 
in turn, were associated with lower relationship satisfaction. The results of the mediation 
model suggest that, in the context of sexually violent experiences that occurred since 
one’s 14th birthday, PTSD symptom severity has a mediating role in the association 
between sexual violence and relationship satisfaction. Indeed, traumatic events may 
trigger psychological (Frazier et al., 2009; Paquette et al., 2019; Robinaugh & McNally, 
2011) and relational distress (Goff et al., 2007; Ruhlmann et al., 2018), and the results 
indicate that psychological distress stemming from experiences of sexual violence may 
interfere with the relationship satisfaction among partnered individuals. 
 The extant literature indicates that those with more severe experiences of sexual 
violence—especially those who report experiencing vaginal, anal, or oral penetration—
experience relational dissatisfaction (Berthelot et al., 2014; Finkelhor et al., 1989) and 
have unhealthier relationships than those who experience, for example, unwanted sexual 
contact (Collibee & Furman, 2014). Additionally, empirical research has demonstrated 
that the type of coercive tactic used by a perpetrator during an assault results in differing 
psychological consequences for survivors (Brown et al., 2009; Zweig et al., 1999). The 
results of the present study provide additional context concerning act severity and 
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strategies of coercion by merging these assault specific characteristics into an indicator of 
rank severity. For instance, the results demonstrate that those who experience more 
severe acts of sexual violence—determined based on outcome (from lowest to highest 
severity: unwanted sexual contact, attempted rape, rape) and coercive tactic (from lowest 
to highest severity: coercion, incapacitation, force)—are at an increased risk of 
developing PTSD symptoms that, in turn, are associated with lower relationship 
satisfaction. Additionally, the results indicate that PTSD explained a notable amount of 
the association between sexual violence and relationship satisfaction for those who 
experienced multiple acts of sexual violence, and more so at higher levels of act severity 
that take into account the coercive tactic used by the perpetrator. Thus, the results of the 
present study suggest that accounting for assault severity is an important determinant in 
the psychological and relational consequences following acts of sexual violence. 
Given that PTSD symptom severity mediated the association between sexual 
violence and relationship satisfaction—that is, when PTSD symptom severity was 
entered into the model, the direct effect of sexual violence on relationship satisfaction 
was no longer statistically significant—addressing mental health concerns following acts 
of sexual violence would likely benefit intimate relationships among survivors of sexual 
violence. For instance, interventions aimed at reducing negative alterations in cognitions 
and mood (e.g., self-blame), dysphoric arousal (e.g., sleep problems), and anhedonia (i.e., 
lack of pleasure) have been suggested to improve the sexual satisfaction of individuals 
who experienced military sexual trauma (Blais et al., 2018). The results of the present 
study similarly suggest that reducing PTSD symptomology would be beneficial for 
sexual assault survivors and their relationships. Indeed, the results suggest that sexual 
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violence has very real consequences for intimate relationships, and that this relationship 
is explained by individual symptoms on measures of psychological distress. Thus, more 
research is needed to understand how specific PTSD symptom clusters interact with 
experiences of sexual violence to influence relationship satisfaction. 
2.4.2 Relevance of Mental Health Services in Relationship Satisfaction 
Although the results of the mediation model suggest that PTSD symptoms 
indirectly influence the association between sexual violence and relationship satisfaction, 
the results of the independent samples t test did not support the hypothesis that those 
receiving mental health counseling following an assault report greater relationship 
satisfaction than those who do not receive mental health counseling. In fact, participation 
in mental health services was statistically unrelated to relationship satisfaction among 
survivors of sexual violence. A selection effect might explain the lack of statistical 
association between participating in mental health services and relationship satisfaction. 
For instance, it might be that those who seek out mental health services (a) have more 
severe sexual trauma histories and (b) have more severe symptoms of psychological 
distress, which could result in diminished relationship satisfaction, as suggested by the 
mediation model. Indeed, those with severe sexual trauma histories that include vaginal, 
anal, and oral penetration have poorer relationship satisfaction (Berthelot et al., 2014; 
Finkelhor et al., 1989; Liang et al., 2006) and impaired dyadic adjustment (Berthelot et 
al., 2014) than those without penetration histories. Notably, however, sexual assault 
severity was not controlled for in the analysis and should be further explored in future 
studies. Additionally, given that increased social support is negatively associated with 
PTSD (Brewin et al., 2000; Ozer et al., 2003), perhaps those who did not participate in 
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treatment following sexual violence felt supported by their partners or others in their 
social network, thereby diminishing the need for resources and mental health services 
altogether. 
Longitudinal analyses can provide additional context regarding the lack of 
statistical association between those participating in mental health services and 
relationship satisfaction, which have been reported here and elsewhere (e.g., DiMauro & 
Renshaw, 2018). For instance, a randomized control trial has demonstrated a statistically 
significant negative association between relationship satisfaction at 3-weeks post trauma 
and PTSD symptoms 5-months post trauma for those not in treatment; however, the 
association between relationship satisfaction at baseline and PTSD at follow-up was not 
statistically significant for those receiving treatment (Freedman et al., 2015). Moreover, 
among those not in treatment, 5-months after the trauma, PTSD symptoms had declined 
to a larger degree among those who had reported satisfaction with their relationships 3-
weeks post trauma than those who had reported impaired relationship satisfaction 3-
weeks post trauma (Freedman et al., 2015). Thus, these results on the whole indicate that 
natural recovery (i.e., no treatment) depends on relationship satisfaction, but that 
relationship satisfaction is inconsequential with regard to PTSD symptomology when 
treatment is utilized. Participating in treatment could reduce partner burden such that 
psychological distress is no longer associated with relationship satisfaction; conversely, 
when partners are the primary support for post trauma recovery, it appears that mental 
distress is very much related to relationship functioning. 
Additionally, engaging in therapy could introduce unanticipated changes into the 
relationship, thereby requiring considerable dyadic adjustment. Developing and setting 
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boundaries, for example, could upset the status quo as partners are left to adjust to the 
needs of the individual setting those boundaries. Alternatively, treating PTSD in a dyadic 
format (e.g., cognitive–behavioral conjoint therapy; CBCT) can help mitigate the effects 
of partner accommodation, which occurs when partners modify their behaviors in 
response to the trauma survivors’ symptoms to minimize distress in the survivor or 
minimize relationship conflict due to the PTSD symptoms (e.g., taking over 
responsibilities that cause distress, withholding true feelings to avoid anger, etc.; 
Fredman et al., 2016). Partner accommodation is negatively associated with relationship 
satisfaction for both members of the dyad (Fredmen et al., 2014); thus, if partner 
accommodation is not resolved via therapeutic interventions such as CBCT, there are 
likely to be negative implications for the trauma survivor, their partner, and the 
relationship as a whole. The lack of variance in relationship satisfaction explained by 
mental health participation in the present study, in combination with empirical research 
pointing to partner effects impacting both relationship satisfaction and trauma recovery, 
suggest that gathering information from both partners would provide a more 
comprehensive understanding of the interplay of treatment interventions and relationship 
satisfaction among survivors of sexual violence. 
Importantly, this study is limited by its cross-sectional design, which prohibits 
any causal inferences concerning experiences of sexual violence, reports of relationship 
satisfaction, and the variance attributed to engaging in mental health services. 
Relationship satisfaction was assessed at a single time point following experiences of 
sexual violence, so the associated changes in relationship satisfaction to either the 
severity of sexual violence or the decision to seek out mental health services cannot be 
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determined. Moreover, among those individuals who reported engaging in mental health 
treatment, it is not clear how much time had passed since the sexual violence occurred 
before seeking services, which specific act (if any) prompted respondents to seek help, or 
who among them were participating in mental health services at the time of the survey. 
Although longitudinal research is needed to assess the relative change in relationship 
satisfaction among survivors of sexual violence that is associated with utilizing mental 
health services, or change associated with psychological and relational distress more 
generally, the present study serves as a first step toward assessing the relationships 
among these variables in a highly victimized sample of sexual assault survivors. 
2.4.3 Relevance of Emotion-Focused Coping in Relationship Satisfaction 
 As hypothesized, results from the hierarchical regression model demonstrate that 
behavioral emotion-focused coping explains unique variance in relationship satisfaction 
among survivors of sexual violence after controlling for the variance explained by PTSD 
symptom severity. In combination, behavioral emotion-focused coping and PTSD 
symptom severity explained less than ten percent of the variance in relationship 
satisfaction among survivors of sexual assault in these data. Extending previous findings 
that indicate emotion regulation strategies offer unique explanatory power for 
understanding relational processes such as sexual satisfaction (Rellini et al., 2010; Rellini 
et al., 2012), the results of the present investigation indicate that in the context of sexual 
violence that occurred since one’s 14th birthday, behavioral emotion-focused coping 
strategies play a role in the variance explained by relationship satisfaction. Indeed, the 
behavioral processes an individual initiates when responding to stress, such as stress 
resulting from symptoms of posttraumatic stress, appear relevant for the intimate 
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relationships among survivors of sexual violence. Specifically, withdrawal and seeking 
social support, in combination with PTSD symptom severity, emerged as statistically 
significant predictors of relationship satisfaction in the final model. 
 These findings are perhaps not surprising given the natural tension between 
patterns of withdrawal and seeking out support, both in the context of relationships and in 
the context of psychological distress. Concerning the former, conflict patterns such as 
partner demand (e.g., chastise, demand) and self-withdraw (e.g., avoid confrontation, 
withdraw from conflict) are prevalent in violent relationships (Feldman & Ridley, 2000) 
that are characterized by psychological intimate partner violence (IPV; Pickover et al., 
2017). Moreover, one meta-analysis found a small, statistically significant, negative 
effect size between withdrawal and relationship satisfaction (d = -0.29; Woodin, 2011), 
suggesting that behavioral responses characterized by patterns of withdrawal have 
negative implications for romantic relationships and are prevalent among distressed 
couples. Social support, however, is positively related to relationship satisfaction 
(Cramer, 2004) and appears to be a protective factor against relationship dissolution (d = 
-0.55) to a similar effect as other relationship-level variables such as relationships 
satisfaction (Let et al., 2010). As demonstrated in the present study, increases in 
withdrawal were detrimental to relationship satisfaction, whereas increases in seeking 
social support promoted relationship satisfaction among survivors of sexual violence, 
suggesting that behavioral emotion-coping following experiences of sexual violence 
could have implications for intimate relationships. 
Regarding psychological distress, demand/withdraw conflict patterns are 
associated with generalized anxiety disorder, but not PTSD, following experiences of 
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IPV (Pickover et al., 2017); however, demand/withdraw communication patterns have 
been shown to moderate the association between attachment avoidance and depression, as 
well as the association between attachment avoidance and posttraumatic stress symptoms 
among service members and veterans (Riggs et al., 2020). More specifically, at high 
levels of attachment avoidance, higher demand/withdraw patterns increased the risk for 
psychological distress but had little effect on symptoms for individuals with low 
attachment avoidance (Riggs et al., 2020). Certainly, behavioral strategies associated with 
attachment avoidance (e.g., conflict avoidance) are likely to cultivate withdrawal 
patterns, which could translate into an individual’s reluctance to seek help following 
traumatic events. Notably, a lack of social support is a strong predictor concerning the 
development and maintenance of PTSD symptoms (Brewin et al., 2000; Ozer et al., 
2003), and PTSD was likewise a statistical predictor of relationship satisfaction in the 
present study. The results of the present study, in combination with previous research, 
suggest that behavioral emotion-focused coping responses of withdrawal and seeking 
social support, interact with PTSD in such a way to explain some of the variance in 
relationship satisfaction among individuals who have previously experienced sexual 
violence. 
 More research is needed to understand the lack of statistical significance 
regarding the other three behavioral emotion-focused coping strategies (i.e., ignoring, 
seeking distraction, actively approaching) as individual predictors in the model. 
Importantly, ignoring, actively approaching, and seeking distraction explained 56%, 30%, 
and 8% of the variance in seeking social support, whereas ignoring and seeking 
distraction explained 36% and 12% of the variance in withdrawal; the associations 
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between actively approaching and withdraw were statistically nonsignificant. The small 
to large associations between the three nonsignificant individual predictors of relationship 
satisfaction and withdrawal and seeking social support, respectively, may point to 
presence of multicollinearity in the data, though collinearity statistics (1.54 < VIF < 2.13) 
did not indicate bias in the regression model. Still, researchers should be aware of 
potential suppressor effects when evaluating behavioral emotion-focused coping 
strategies in relation to relationship satisfaction in future studies. Additionally, some 
research indicates that gender differences may explain additional variance in relationship 
satisfaction when considering behavioral emotion-focused coping strategies (see Woodin, 
2011), but more research is needed to understand how this is enacted for survivors of 
sexual violence and is beyond the scope of this study. 
2.4.4 Limitations and Future Directions 
 In addition to the limitations already discussed, it is not clear when after the 
sexual violence occurred that individuals (a) started experiencing symptoms of PTSD, (b) 
participated in mental health services, and (c) entered into their current romantic 
relationships. For instance, a supportive relationship via an intimate partnership or 
through a supportive alliance with a therapist could provide a foundational corrective 
experience in which symptoms of distress are mitigated and healing can take place. 
Conversely, if sexual violence occurs within the relationship (i.e., perpetrated by an 
intimate partner), there are likely to be manifest implications regarding mental, 
emotional, and relational well-being. Unfortunately, information regarding respondents’ 
relationship(s) to the perpetrator(s) was not collected. Longitudinal research designs and 
more explicit information regarding assault-level characteristics can help circumvent 
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these limitations. Additionally, most participants in the study experienced multiple 
occurrences of sexual violence through multiple tactics, and without participant 
confirmation of their most severe experience, and perhaps additional confirmation 
concerning which specific experience led to the development of PTSD symptoms, we can 
only speculate that sexual assault severity aligned with the severity-ranking scheme used 
in the present study. Other researchers (e.g., Luterek et al., 2011) have demonstrated that 
when sexual violence is reported as an individual’s most significant trauma, the 
psychological toll is meaningfully different than when, for example, a natural disaster is 
reported as their most significant trauma. Thus, it might be that there are meaningful 
differences regarding individual instances of sexual violence in terms of psychological 
and relational impact, in addition to the adverse health implications already established 
within the extant literature concerning sexual revictimization (Brown et al., 2009; 
Classen et al., 2005; Jozkowski & Sanders, 2012). Additionally, researchers should be 
cautioned against generalizing these findings to individuals who are currently 
experiencing sexual violence as that is beyond the scope of this study. 
In consideration of these limitations, the results of the present study have practical 
implications and point to various avenues of future study. In addition to those already 
discussed, these findings suggest that behavioral emotion-focused coping and PTSD 
symptoms have implications for the relationships among individuals who have previously 
experienced sexual violence. Although relationship satisfaction did not statistically differ 
among those who did and did not participate in mental health services due to their sexual 
trauma histories, it seems likely that interventions aimed at decreasing withdrawal 
responses and increasing individual support networks, while simultaneously addressing 
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symptoms of PTSD, could promote relationship satisfaction while also addressing 
symptoms of traumatic stress related to the sexual violence. Moreover, previous research 
has shown that dyadic interventions for PTSD, regardless of the state of the relationship 
at the start of therapy, can lead to substantial improvements in relationship quality, and 
that these effects are more pronounced for those who began treatment in distressed 
relationships (Shnaider et al., 2015). Future studies should be designed to extend these 
findings by evaluating the relative change in relationship satisfaction over the course of 
couple’s therapy when behavioral emotion-focused coping strategies are directly 
addressed in relation to trauma symptoms stemming from experiences of sexual violence. 
2.5 Conclusion 
 This investigation was designed to examine predictors of relationship satisfaction 
among individuals who had previously experienced sexual violence. More specifically, 
relationship satisfaction was investigated with respect to PTSD symptom severity, 
behavioral emotion-focused coping strategies, and the relevance of participating in 
mental health services. This study begins to fill critical gaps in the literature by linking 
experiences of sexual violence to relationship satisfaction through PTSD symptom 
severity. Given that PTSD symptoms fully mediated the relationship between sexual 
violence and relationship satisfaction among married and currently partnered individuals 
who have experienced sexual violence, focusing on decreasing symptoms of 
psychological distress is likely to benefit both individuals and their relationships. 
Furthermore, behavioral emotion-focused strategies explained unique variance in 
relationship satisfaction when controlling for PTSD symptom severity. Specifically, 
withdrawal and seeking social support emerged as individual predictors of relationship 
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satisfaction in addition to the predictive ability of PTSD. Additionally, relationship 
satisfaction did not differ based on whether respondents participated in mental health 
services following experiences of sexual violence. In sum, the findings suggest that 
relationship satisfaction among individuals with a history of sexual violence depends on 
levels of psychological distress and the use of emotion-focused coping strategies. 
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Table 2.1  
  
  
Demographic Characteristics of Participants (N = 480) 
Characteristic n % 
Gender 
Female 290 60.4 
Male 157 32.7 
Trans FTM 18 3.8 
Trans MTF 12 2.5 
Non-binary 2 0.4 
Trans non-binary 1 0.2 
Race or ethnicity 
White, non-Hispanic 352 73.3 
Black, non-Hispanic 33 6.9 
Asian 32 6.7 
Mixed 24 5.0 
American Indian/Alaska Native 19 4.0 
Hispanic 15 3.1 
Another, unspecified 5 1.0 
Education 
Less than high school diploma 1 0.2 
High school diploma 37 7.7 
Some college 120 24.9 
Associate’s degree 30 6.3 
Bachelor’s degree 201 41.9 
Master’s degree 82 17.1 
Doctorate 9 1.9 
Religion 
Catholic 201 41.9 
Agnostic 71 14.8 
Protestant, Evangelical 55 11.5 
Atheist 37 7.7 
Christianity, unspecified 31 6.5 
Protestant, Mainline 28 5.8 
No religious preference 23 4.8 
Other, spirituality 17 3.5 
Islamic 9 1.9 
Jewish 8 1.7 
Religiosity 
Very religious 103 21.5 
Somewhat religious 148 30.8 
Slightly religious 89 18.5 
Not at all religious 140 29.2 
Respondent relationship status 
Married 282 58.8 
In a relationship, not married 198 41.2 
Sexual orientation 
Straight/Heterosexual 326 67.9 
Bisexual 105 21.9 
Gay or Lesbian/Homosexual 17 3.5 
Asexual 16 3.3 
Pansexual 10 2.1 
Prefer not to say 6 1.3 
Childhood Sexual Abuse 
No 210 43.8 
Yes 209 43.5 
Unsure 61 12.7 
 M SD 
Age (years) 35.1 10.5 
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Table 2.2  
Sexual Assault Severity Scores for Respondents since the Age of 14 (N = 480) 
Separated outcome and tactic 
Highest 
Severity Rank a 
Redundant b Total frequency c 
Sexual contact by coercion 10 (2.1) 426 (88.8) 1,810 (10.1) 
Sexual contact by 
incapacitation 
11 (2.3) 357 (74.4) 795 (4.5) 
Sexual contact by force 15 (3.1) 372 (77.5) 1,327 (7.4) 
Attempted rape by coercion  6 (1.3) 350 (72.9) 2,992 (16.8) 
Attempted rape by 
incapacitation 
14 (2.9) 312 (65.0) 1,431 (8.0) 
Attempted rape by force 21 (4.4) 302 (62.9) 2,455 (13.8) 
Rape by coercion 21 (4.4) 357 (74.4) 3,031 (17.0) 
Rape by incapacitation 52 (10.8) 325 (67.7) 1,457 (8.2) 
Rape by force 330 (68.8) 330 (68.8) 2,546 (14.2) 
Note. Percentages are presented in parentheses. 
a Reflects scoring based on the highest severity rank, in which participants were 
placed in the category of their most severe experience, ignoring all less severe 
outcomes. b Reflects redundant scores for each outcome and tactic in that if a 
participant experienced both unwanted sexual contact by coercion and by force, they 
would be counted in both categories. c Reflects the total number of times respondents 




Means, Standard Deviations, and Intercorrelations for Study Variables (N = 480) 
Variable M SD Range 1 2 3 4 5 6 7 
1. Sexual violence 31.45 14.93 1−45 −       
2. Relationship satisfaction 29.76 5.09 5−35 -.11 [-.21, -.02]** −      
3. PTSD 32.82 20.37 0−79 .52 [.45, .59]*** -.19 [-.27, -.11]** −     
4. Seeking distraction 12.87 3.24 5−20 .19 [.09, .27]*** -.01 [-.11, .09] .30 [.20, .39]*** −    
5. Withdraw 11.58 3.87 4−20 .33 [.25, .40]*** -.20 [-.28, -.12]*** .63 [.57, .69]*** .35 [.25, .45]*** −   
6. Active approach 12.46 3.59 4−20 .23 [.13, .32]*** .12 [.02, .19]** .15 [.05, .25]*** .37 [.27, .46]*** .08 [-.04, .19] −  
7. Seeking social support 12.09 3.74 4−20 .24 [.15, .32]*** .15 [.06, .25]*** .28 [.18, .37]*** .29 [.19, .38]*** .10 [.00, .20]** .55 [.46, .62]*** − 
8. Ignore 11.66 3.90 4−20 .28 [.19, .34]*** -.09 [-.18, .00]* .51 [.43, .59]*** .56 [ 49, .63]*** .60 [.51, .67]*** .10 [.00, .20]** .08 [-.03, .17]* 
Note. Numbers in brackets are 95% bias corrected and accelerated (BCa) intervals of the correlation coefficients. 





Hierarchical Multiple Regression Analysis for Predicting Relationship Satisfaction (N = 480) 
Step and predictor variables R2 ΔR2 Β 95% CI β t p 
Step 1 .04 .04     < .001 
PTSD   -0.05 [-0.07, -0.03] -.19 -4.26 < .001 
Step 2 .09 .06      
Seeking distraction   -0.04 [-0.21, 0.14] -.02 -0.39 .700 
Withdrawal   -0.18 [-0.34, -0.02] -.14 -2.23 .026 
Actively approaching   0.06 [-0.09, 0.21] .04 0.75 .456 
Seeking social support   0.27 [0.13, 0.42] .20 3.65 < .001 
Ignoring   0.12 [-0.04, 0.29] .09 1.47 .144 







Figure 2.1 Model of sexual violence victimization as a predictor of relationship 







Direct effect, B = -0.01, p = .770 
Indirect effect, B = -0.03, 95% BCa CI [-0.05, -0.01] 
 
 
CHAPTER 3. RELATIONSHIPS, PTSD, AND SEXUAL VIOLENCE: THE EXPERIENCES OF 
SEXUAL AND GENDER MINORITIES 
Sexual and gender minority (SGM) individuals experience disproportionately 
high rates of mental health problems, including depression, suicide ideation, anxiety, 
eating disorders, substance use, and posttraumatic stress (Gonzales & Henning-Smith, 
2017; Institute of Medicine, 2011; Lipson et al., 2019; Meyer et al., 2008; Newcomb et 
al., 2020; Pitoňák, 2017; Ross et al., 2018), and there is evidence to suggest that these 
risks differ based on sexual orientation and gender identity. For example, transgender and 
gender nonconforming (TGNC) individuals are more than two times as likely to report 
poor mental health than cisgender lesbian, gay, and bisexual (LGB) individuals (Schnarrs 
et al., 2019). These health disparities persist across the life course (Fredriksen-Goldsen et 
al., 2013; Fredriksen-Goldsen et al., 2017; McLaughlin et al., 2012), and are further 
complicated by other sociodemographic variables and identity statuses (e.g., race; 
Kerridge et al., 2017; Rimes et al., 2019b), experiences of minority stress (Dürrbaum & 
Sattler, 2020; la Roi et al., 2020; Valentine & Shiperd, 2018), and trauma (Balsam et al., 
2015; Charak et al., 2019; Schnarr et al., 2020). 
LGB and TGNC individuals also experience disproportionately high rates of 
sexual violence (SV) compared to heterosexual adults (Armstrong et al., 2018; Chen et 
al., 2020; Mellins et al., 2017; Newcomb et al., 2020; Rothman et al., 2011; Walters et 
al., 2013). Approximately one in eight lesbian women, four in ten gay men, and about 
half of bisexual men (47.4%) and bisexual women (46.1%) have experienced SV at some 
point in their lives (Walters et al., 2013). Bisexual women, in particular, have the highest 
lifetime rates of SV across female sexual orientation classifications, and both gay and 
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bisexual men report greater lifetime prevalence of SV than heterosexual men (Chen et al., 
2020). According to a systematic review (Stotzer, 2009), the prevalence of rape and 
sexual assault among TGNC individuals ranges from 10% to 86%, whereas findings from 
the 2015 U.S. Transgender Survey (James et al., 2016) suggest that nearly half (47%) of 
transgender individuals have experienced SV at some point in their lifetime. Transgender 
individuals also report prevalence rates more than twice that of their cisgender LGB 
counterparts (Langenderfer-Magruder et al., 2016). Plainly, the prevalence rates of SV 
among SGM individuals are alarmingly high; TGNC individuals experience higher rates 
of SV than their cisgender counterparts, and bisexuality also seems to be positively 
associated with experiencing SV across one’s lifetime. 
The mental health disparities and high rates of SV among SGM individuals begs 
for the identification of factors that help to protect SGM individuals from adverse health 
outcomes, especially given the limited access this population has to resources that 
support positive health outcomes because of sexual- and gender-based stigma and 
discrimination (White Hughto et al., 2015). Furthermore, SGM individuals who have 
experienced SV are more likely to report a history of suicide ideation, suicide attempts, 
and self-harming behaviors than those who have not experienced SV (Rimes et al., 
2019a; Ross-Reed et al., 2019; Testa et al., 2012), thereby exacerbating the already high 
rates of suicide attempts among this population (Mak et al., 2020; Marshall et al., 2011; 
Miranda-Mendizábal et al., 2017; Testa et al., 2017). Particularly among heterosexual 
adults, romantic relationships have consistently emerged as a protective factor for mental 
distress (Kamp Dush & Amato, 2005; Vanassche et al., 2013), and relationship 
involvement appears to buffer the effect of violence motivated by sexual minority status 
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and psychological distress among racially diverse sexual minority youth (Whitton et al., 
2018). 
Among individuals with PTSD, those who are married and cohabitating have 
higher levels of life satisfaction than those who are single or divorced (Karatzias et al., 
2013), although findings from a meta-analysis indicate that the level of emotional support 
received from a spouse is lower among individuals who have been sexually assaulted 
than those who have not (Golding et al., 2002). The same meta-analysis did not find a 
statistical difference among unmarried individuals according to sexual assault history, but 
this was likely due to a smaller sample of unmarried sexual assault survivors (i.e., lower 
power to statistically detect a difference). Notably, among partnered women who have 
experienced sexual assault, the odds of receiving emotional support from one’s partner 
are similar for both married and unmarried women (Golding et al., 2002). Taken together, 
these findings suggest that the differences between those who have and have not been 
sexually assaulted are similar for both married and unmarried-but-partnered women. 
Additionally, that the type of support received within these relationships could have 
implications for both the development of PTSD symptoms and overall relationship 
satisfaction. 
Despite empirical evidence that suggests differing outcomes based on relationship 
status for those who have been sexually assaulted and those who have developed PTSD, 
these dynamics have not been fully explored among SGM individuals who have 
experienced sexual assault. Moreover, it appears critical to understand whether and how 
different relationship statuses among SGM individuals protect (or exacerbate) mental 
health problems following SV, especially given the high rates of SV victimization within 
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this population (Armstrong et al., 2018; Chen et al., 2020; Mellins et al., 2017; Newcomb 
et al., 2020; Rothman et al., 2011; Walters et al., 2013), the co-occurrence of multiple 
forms of violence (psychological, sexual, physical) in same-sex relationships (see 
Longobardi & Badenes-Ribera, 2017, for a review), and the prevalence of 
polyvictimization within the population as a whole (Sterzing et al., 2017a; Sterzing et al., 
2017b). Alternatively, same-sex couples are particularly advantaged compared to 
heterosexual couples in areas of conflict initiation (Gottman et al., 2006) and conflict 
resolution (Kurdek, 2005), which might mean that SGM relationships are better suited to 
address the deleterious effects of SV and could promote a buffering effect over and above 
that of their heterosexual and cisgender counterparts. Thus, research is needed to 
understand how romantic relationships intersect with gender and sexual identity statuses 
following SV to promote mental well-being. 
 
3.1 Timing of Assault 
Early life experiences shape individual outcome differences in later life (Alwin, 
2012), and the impact of abusive experiences likely varies based on the life stage in 
which the abuse occurs. For instance, Ziobrowski et al. (2020) conducted a series of 
latent class analyses to classify maltreatment based on the developmental timing, 
duration, and co-occurrence of abuse types that occurred before 17 years of age and 
found that the latent classes were uniquely associated with a range of adverse health 
outcomes (e.g., high depressive symptoms, substance use, binge drinking, etc.). 
Importantly, these results highlight the value of considering the developmental timing of 
abuse, especially given that abuse sustained across both developmental periods (i.e., 
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childhood and adolescence) tended to have the strongest associations with health 
indicators (Ziobrowski et al., 2020). Furthermore, women who were abused in childhood 
are less likely to be married or in cohabiting relationships; however, CSA, specifically, is 
associated with a higher risk of cohabiting versus being married: One study found that 
women who experienced sexual abuse in childhood were three times more likely to be 
cohabiting rather than married compared to women who were not sexually abused in 
childhood (Cherline et al., 2004). Additionally, a meta-analysis indicated that overall, 
people who had been sexually assaulted were less likely to be married and less likely to 
receive support from their friends and family (Golding et al., 2002). Together, these 
results demonstrate that both the timing and the form of abuse is associated with various 
psychosocial consequences later in life. 
Indeed, CSA is associated with negative intimate relationship outcomes, and 
research demonstrates that exposure to CSA has long-lasting effects on relationship 
outcomes in adulthood, such as relationship dissatisfaction (Friesen et al., 2009; Liang et 
al., 2006) and a 40–50% increased risk of reporting marital problems than individuals 
without CSA histories (Dube et al., 2005). Some research findings have suggested that 
relationship characteristics (e.g., communication patterns) do little to alter the impact that 
CSA histories have on relationship satisfaction (Nguyen, 2019). Instead, assault-specific 
factors, like the nature of the victim–perpetrator relationship, are associated with 
outcomes. For example, CSA perpetrated by a family member presents a higher risk for 
relationship problems later in life than CSA perpetrated by either a friend or a stranger 
(Watson & Halford, 2010), but there has not been comparable research regarding the 
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nature of the victim–perpetrator relationship and subsequent relationship satisfaction for 
survivors of adult sexual assault. 
 It is known, however, that sexual assault experienced in adulthood impacts how 
survivors perceive their intimate relationships. Murphy et al. (1988) found that in the 
immediate weeks following rape, survivors have lower self-esteem, less hope for the 
future, and are less satisfied in their relationships with others than nonvictims. Although 
there are few differences in reported self-esteem between victims and nonvictims a year 
later, at 2-years post-rape victims had statistically lower satisfaction in their relationships, 
indicating that relationship issues in the aftermath of rape might persist over time, even if 
temporarily absent due to victim suppression or a period of heightened support. Indeed, 
Elliot et al. (2004) found that adult sexual assault victims had more trauma symptoms a 
mean of 14 years post-victimization than individuals who were not assaulted. Moreover, 
despite a relative scarcity of information about the consequences of sexual assault on 
relationship formation after childhood and adolescence, sexual violence following 
puberty is associated with greater sexual distress and sexual difficulties than if the assault 
occurred in childhood or not at all (Maseroli et al., 2018). 
 
3.2 Relationships and Sexual Violence 
Across cultures, people who are married are more satisfied with their life than those 
who cohabit (Diener et al., 2000), and predictors of life satisfaction vary by gender: 
marital status and interpersonal relationships contribute to life satisfaction for women, 
whereas sociopolitical variables such as employment and education are important 
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determinants for life satisfaction in men (Joshanloo, 2018). Perceived social support 
partially mediates the relationship between having a romantic partner and high well-being 
(Stronge et al., 2019). Longitudinal data indicates that people who get married have 
short-term increases in subjective well-being, but the potentiating effect of marriage on 
happiness does not last (Lucas et al., 2003; Lucas & Clark, 2006), whereas other cross-
sectional (Haring-Hidore et al., 1995) and panel research (Easterlin, 2003) suggest that 
marriage is associated with a lasting increase in subjective happiness. Beyond the 
protective effects of marriage, selection effects might also explain some of these 
conflicting results (e.g., DeMaris, 2018). For instance, happy individuals may be more 
successful at finding a mate and staying married, whereas unhappy individuals may be 
more likely to suffer from psychological issues that prevent them from entering into 
intimate relationships or lead to relationship dissolution. 
 One such psychological problem that stems from interpersonal trauma is the 
development of PTSD. Dissociation, an intrapsychic process and way of relating to 
others, is associated with an individual’s ability to stay emotionally present (Lyons-Ruth, 
2008), and can contribute to relationship difficulties, including preoccupation and a fear 
of relationships in general (Dorahy et al., 2013). The interpersonal nature of sexual 
assault might also reaffirm the idea that relationships should be regarded with fear and 
worry (Ornduff et al., 2001). Moreover, Dorahy et al. (2013) found that those high in 
dissociation also exhibit heightened self-criticism. Thus, individuals who develop 
symptoms of PTSD and have particularly high levels of dissociation may have a tendency 
to internalize relationship issues or avoid intimate relationships altogether. Notably, self-
criticism mediates the association between CSA and romantic relationship satisfaction, 
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and attachment avoidance is prospectively related to decreased levels of romantic 
relationship satisfaction (Lassri et al., 2018). Heightened self-criticism, then, might 
indirectly lead to unsatisfying relationships, which can increase attachment avoidance, 
leading to subsequent decreases in relationship satisfaction over time, ultimately creating 
a vicious cycle of relationship functioning. Attachment anxiety and attachment avoidance 
are negatively related to relationship satisfaction (Candel & Turliuc, 2019), and secure 
attachment relationships can buffer the impact of sexual trauma (Cantón-Cortés et al., 
2015; Stubenbort et al., 2002). Therefore, preoccupation with relational issues or an 
avoidance of relationships altogether could stem from insecurities regarding internal 
working models of the self and of others and could be exacerbated by sexually violent 
experiences. Notably, the relation between attachment insecurity and relationship 
satisfaction is stronger for relationships longer in length and among those who are older 
(Candel & Turliuc, 2019). 
Given limited empirical evidence hinting at the potential for relationship 
involvement to buffer adverse mental health effects among SGM individuals who have 
experienced SV, the present study was designed to assess whether PTSD symptom 
severity differs by gender identity (cisgender vs. TGNC), sexual orientation identity 
(sexual minority identity vs. heterosexual), and relationship involvement (partnered vs. 
not partnered). In addition, PTSD symptom severity will be assessed in relation to sexual 
identity (sexual minority vs. heterosexual) and three levels of relationship status: not 
currently partnered, partnered but not married, and married. Finally, relationship 
involvement will be explored as a potential moderator of the association between SV 
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severity and PTSD symptom severity. Previous experiences of sexual violence and the 
length of current relationship will be controlled for in the analyses. 
H1: PTSD symptom severity is greater among TGNC individuals than cisgender 
individuals. 
H2: PTSD symptom severity is greater among sexual minority individuals than 
heterosexual individuals. 
H3: PTSD symptom severity is greater among those individuals not in relationship 
than those in relationships. 
H4: PTSD symptom severity is greatest among TGNC, sexual minority 
individuals who are not in relationships. 
H5: PTSD symptom severity is greater among those not currently partnered than 
among those who are currently partnered, including those who are married and 
those who are not. 
H6: PTSD symptom severity is greater among those currently partnered but not 
married than among those who are currently married. 
H7: PTSD symptom severity is greater for sexual minority individuals than for 
heterosexual individuals at lower levels of relationship status; from highest to 
lowest: not currently partnered, partnered but not married, married. 
H8: Involvement in romantic relationships will moderate the relationship between 
SV and PTSD symptom severity such that those who are currently in a romantic 





3.3.1 Sampling Procedures 
Participants were recruited via Amazon Mechanical Turk (MTurk)—a 
crowdsourcing platform with a large and diverse subject pool that is representative of the 
U.S. population across many psychological dimensions (e.g., anxiety; McCredie & 
Morey, 2019)—in June of 2020. Inclusion criteria for the study required participants to 
be at least 18 years of age, have personal experience with sexual victimization since their 
14th birthday, and have been in at least one romantic relationship (e.g., spouse, 
boyfriend, girlfriend, etc.). Eligible participants responded to questions concerning 
experiences of sexual violence, attachment, PTSD, emotional coping, relationship and 
sexual satisfaction, and decision-making within relationships. Attention checks were 
scattered throughout the survey, and 688 respondents correctly answered the three 
attention check questions. Participants were paid $2.03 to complete the roughly 25-
minute survey, based on the distribution of median hourly wages for human intelligence 
task surveys on MTurk ($4.88; Hara et al., 2018). 
The present study required that respondents have sexual victimization experiences 
that occurred within the past year and those respondents who refused to provide 
information on their sexual orientation were removed from the sample, which left a 
sample size of 322 respondents. For H1–H4, a statistical sensitivity power analysis for a 
factorial ANOVA using G*Power (Faul et al., 2007)—based on a sample size of 321, an 
alpha () of .05, a beta () of .20, six groups, one degree of freedom, and three 
covariates—provided sufficient power to detect an effect size of F = 0.16 and larger, 
which is equivalent to a Cohen’s d of 0.32 and larger. For H5–H7, a statistical sensitivity 
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power analysis for a factorial ANOVA using G*Power (Faul et al., 2007)—based on a 
sample size of 322, an alpha () of .05, a beta () of .20, six groups, two degrees of 
freedom, and three covariates—provided sufficient power to detect an effect size of F = 
0.17 and larger, which is equivalent to a Cohen’s d of 0.34 and larger. 
3.3.1.1 Sample Demographics 
 As displayed in Table 3.1, most respondents were White (70.2%), heterosexual 
(61.5%), and female (54.0%); 10.3% of the sample identified as transgender. The highest 
level of formal education varied but those in this sample were slightly more educated 
relative to the U.S. population (U.S. Census Bureau, 2020); most respondents either 
completed some college but did not earn a bachelor’s degree (19.9%), earned a 
bachelor’s degree but nothing more (48.8%), or obtained a master’s degree (18.3%). 
Some respondents indicated that they were not religious (19.6%), or slightly religious 
(18.6%), whereas roughly one third of respondents indicated they were somewhat 
religious (35.1%), and about a quarter of respondents reported that they were very 
religious (26.7%). Regarding religious preference, over half of respondents identified as 
Catholic (53.7%); others identified as Evangelical Protestant (9.9%) or Agnostic (9.0%). 
A little over half of respondents (53.1%) indicated they had experienced childhood sexual 
abuse; 33.5% of respondents did not, and others were unsure (13.4%). Most respondents 
were either married (53.7%) or in a committed but nonmarital relationship (30.1%); 
15.2% of respondents were single. 
 Females and Whites were overrepresented in the sample compared to the U.S. 
population as a whole (Statista Research Department, 2021; U.S. Census Bureau, 2012; 
2013), as were transgender, lesbian, gay, and bisexual individuals (Gates, 2011; Newport, 
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2018), which was to be expected given that these groups are particularly vulnerable to 
experiences of sexual violence (Armstrong et al., 2018; Chen et al., 2020; Cortina & 
Kubiak, 2006; Tjaden & Theonnes, 2006). These groups are also at a heightened risk for 
experiencing psychological distress (Gonzales & Henning-Smith, 2017; Grenier et al., 
2019; Lipson et al., 2019; Newcomb et al., 2020; Pitoňák, 2017; Ross et al., 2018). 
3.3.2 Measures 
3.3.2.1 Sexual Experiences Survey–Short Form Victimization 
The Sexual Experiences Survey–Short Form Victimization (SES–SFV; Koss et 
al., 2007; see Appendix 1) was used to measure unwanted sexual experiences. More 
specifically, the SES–SFV comprises seven behaviorally-specific descriptions that meet 
legal definitions of various sex crimes (or five for male respondents; two vaginal 
penetration items are omitted for male respondents); the instrument also has one item on 
aggressor gender, and one question that asks explicitly about rape. Within each type of 
sex crime, the instrument distinguishes among five tactics that could be used by another 
person to coerce the respondent to engage in the sexual act—verbal pressures, verbal 
criticism, incapacitation, physical threats, and physical force—creating 35 items by 
crossing each sexual act with each coercive tactic. Respondents indicate the number of 
times (0, 1, 2, and 3+) each coercive tactic was used for each item in the past 12 months 
and since 14 years of age until 1 year ago; only experiences of sexual violence that 
occurred over the past 12 months were retained for analysis. In other words, the SES–
SFV captured the number of times respondent’s had experienced each type of sex crime 




The six sexual victimization experiences measured by the SES–SFV are non-
victim; unwanted sexual contact (e.g., “Someone fondled, kissed, or rubbed up against 
the private areas of my body [lips, breast/chest, crotch or butt] or removed some of my 
clothes without my consent [but did not attempt sexual penetration]”); attempted coercion 
(e.g., “Even though it didn’t happen, someone TRIED to have oral sex with me, or make 
me have oral sex with them without my consent by telling lies, threatening to end the 
relationship, threatening to spread rumors about me, making promises I knew were 
untrue, or continually verbally pressuring me after I said I didn’t want to”); coercion 
(e.g., “Someone had oral sex with me or made me have oral sex with them without my 
consent by telling lies, threatening to end the relationship, threatening to spread rumors 
about me, making promises I knew were untrue, or continually verbally pressuring me 
after I said I didn’t want to”); attempted rape (e.g., “Even though it didn’t happen, 
someone TRIED to have oral sex with me, or make me have oral sex with them without 
my consent by taking advantage of me when I was too drunk or out of it to stop what was 
happening”); and rape (e.g., “A man put his penis into my butt, or someone inserted 
fingers or objects without my consent by using force, for example holding me down with 
their body weight, pinning my arms, or having a weapon”), resulting in classifications 
along a continuum of the least to the most severe. There are three standard scoring 
procedures for the SES-SFV (Koss et al., 2007; 2008): (a) scoring based on individual 
items, which establishes the frequency of each type of sexual assault outcome for each 
sexual assault tactic by calculating a percentage of individuals who reported each 
outcome for each tactic at the individual item level; (b) redundant scoring in which 
percentages are computed for nonvictimization, sexual contact through any tactic, 
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attempted rape through coercion, completed rape through coercion, attempted rape 
through incapacitation or force, and completed rape through incapacitation or force; and 
(c) mutually exclusive (i.e., nonredundant) scoring, which places respondents in the 
category of his or her most severe type of outcome. 
 In a previous study with 224 college women, the SES–SFV’s internal consistency 
(Cronbach’s alpha) was .93 (Davidson & Gervais, 2015). The original SES has 
demonstrated good validity estimates with 1-week test–retest reliability (r = .93) and 
correlations with interview responses (r = .73; Koss & Gidycz, 1985). Test–retest 
reliability scores among male college students for the SES–SFV were statistically 
correlated after 2 weeks (.41 < r < .53; Anderson et al., 2018), and a 2-week test–retest 
reliability of the SES-SFV among 273 female undergraduate students demonstrated that 
73% of women replicated their original responses concerning unwanted experiences 
reported in the past year (Johnson et al., 2017). In this study, additional analyses 
indicated that the greatest stability in category endorsed was none; 17% of women 
endorsed items that were less severe and 11% endorsed items that were more severe at 
the third assessment (Johnson et al., 2017). 
3.3.2.1.1 SCORING 
Researchers (Arata & Lindman, 2002; Brown et al., 2015; Davis et al., 2014) have 
utilized several different scoring methods for the SES, including nonredundant 
categorization by assault severity (Koss et al., 2007; 2008), nonredundant categorization 
of rape by severity tactic (Brown et al., 2015), and the frequency of experiences weighted 
in order of severity (Arata & Lindman, 2002; Davidson & Gervais, 2015). More 
specifically, the SES–SFV contains a wealth of information regarding sexual assault 
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experiences such as sexual assault tactics, outcomes, and frequency; yet, the conventional 
scoring methods do not reflect the comprehensiveness of the measure itself. Thus, a 
continuous variable of sexual violence was created as an indicator of rank severity, in 
which participants were given a severity score that summed the severity ranks of all the 
different sexual assault outcomes they reported (i.e., sum of ranks) based on a severity-
ranking scheme that separated outcomes and tactics of the SES-SFV (see Davis et al., 
2014). More specifically, (a) unwanted sexual contact by verbal coercion was multiplied 
by 1, (b) unwanted sexual contact by incapacitation was multiplied by 2, (c) unwanted 
sexual contact by force was multiplied by 3, (d) attempted rape by coercion was 
multiplied by 4, (e) attempted rape by incapacitation was multiplied by 5, (f) attempted 
rape by force was multiplied by 6, (g) completed rape by coercion was multiplied by 7, 
(h) completed rape by incapacitation was multiplied by 8, and (i) completed rape by force 
was multiplied by 9. The nine categories were then summed to form a total continuous 
score, with zero representing no sexual violence and higher numbers representing more 
sexual assault outcomes experienced and greater severity of sexual violence. 
3.3.2.2 PTSD Checklist for DSM-5 
The 20-item PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013; see 
Appendix 2) was used to measure PTSD symptom severity among respondents. The 
PCL-5 asks respondents to rate the extent to which they have experienced symptoms in 
the past month, with 5-point Likert-type response options anchored by not at all (scored 
as 0) and extremely (4). Example items include, “In the past month, how much were you 
bothered by blaming yourself or someone else for the stressful experience or what 
happened after it?” and “In the past month, how much were you bothered by repeated, 
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disturbing, and unwanted memories of the stressful experience?” Response options are 
summed so that higher scores correspond with more symptom severity for diagnostic 
criteria (re-experiencing, avoidance, negative alterations in cognition and mood, 
hyperarousal) and for the whole disorder (Weathers et al., 2013). A previous study of 278 
college students reported an internal consistency (Cronbach’s alpha) for the PCL-5 of .94 
(Blevins et al., 2015). In the same study, the PCL-5 demonstrated good test–retest 
reliability over a 1-week period with 53 college students (r = .82; Blevins et al., 2015). In 
the present study, the PCL-5’s internal consistency (Cronbach’s alpha) was .97. 
3.3.2.3 Gender Identity 
 Gender identity was measured using three questions from the survey. First, 
participants were asked, “With which of the following gender identities do you most 
closely identify?” Response options were female, male, non-binary/third gender, prefer 
to self-describe, and prefer not to say. Then participants were asked, “Do you identify as 
transgender?” Response options were yes and no. Finally, participants were also asked, 
“What is your biological sex (i.e., the sex you were assigned at birth)?” Response options 
were female and male. Items were recoded and grouped into a new variable labelled 
gender identity. Affirmative responses to the question about transgender identification, 
those who selected non-binary/third gender, and those who selected a biological sex that 
differed from their preferred gender identity were grouped into TGNC (0). Those who 
selected the gender identity that aligned with their reported biological sex were collapsed 
into a single grouping category that was labeled cisgender (1). 
3.3.2.4 Sexual Orientation 
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 Respondents reported their sexual orientation. Specifically, respondents were 
asked, “What is your sexual orientation?” with asexual, bisexual, gay or 
lesbian/homosexual, pansexual, straight/heterosexual, prefer to self-describe (open-
ended response), and prefer not to say as response options. Qualitative responses for 
those who preferred to self-describe were analyzed and recoded into available categories 
(e.g., “Sex-positive asexual panromantic” recoded into asexual), and those who did not 
provide a response were excluded from the sample. The original responses bisexual, 
gay/lesbian, asexual and pansexual were collapsed into a single grouping category that 
was labeled SGM (1); others retained the heterosexual (2) classification. 
3.3.2.5 Relationship Status 
 Respondents were asked to, “Please describe your current relationship status.” 
Response options were single, in a relationship but not married, married, separated, 
divorced, and widowed. Response options were recoded and grouped into new categories, 
not currently partnered (1), in a relationship but not married (2), and married (3), with 
the not currently partnered group comprising single, separated, and divorced 
respondents. 
3.3.2.5.1 RELATIONSHIP INVOLVEMENT 
Response options for relationship status were also recoded and grouped into a 
dummy variable describing relationship involvement (no = 0, yes = 1). The original 
responses in a relationship but not married and married were collapsed into a single 
category and indicated that a respondent was currently involved in a romantic 
relationship, whereas original response options single, divorced, and separated were 
collapsed into the grouping category no. 
86 
 
3.3.2.5.2 RELATIONSHIP LENGTH 
Respondents were asked to “Please indicate how long you’ve been in your current 
relationship.” Respondents provided the length of their relationship (in years) by 
rounding to the nearest year. 
3.3.2.6 Childhood Sexual Abuse 
 The extant literature indicates that the developmental period in which sexual 
assault occurs can have varying effects on mental health and relationship outcomes. 
Although the focus of this study was on experiences of sexual assault that occurred after 
one’s 14th birthday, respondents were also asked, “Did you ever have a similar experience 
to those described (on the SES-SFV) prior to your 14th birthday?” Response options were 
yes, no, and unsure. Regarding PTSD, it might be that respondents who selected unsure 
are either (a) unaware of experiences of CSA, and therefore are not psychologically 
impacted by this uncertainty, or (b) unaware of experiences of CSA, and therefore the 
uncertainty of a history of CSA contributes to psychological distress. For the purposes of 
this study, response options were coded so that original responses options of no and 
unsure were collapsed into a single grouping category no (1), whereas original response 
options of yes (2) remained in its own category. This decision was supported by statistical 
analyses (see Appendix 6 for supplemental information). 
3.3.3 Design and Procedures 
Procedures for participation were implemented in accordance with the research 
protocol approved by the University of Kentucky Office of Research Integrity’s 
Institutional Review Board. Prior to starting the survey, informed consent was obtained 
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from participants. Participants were asked demographic information such as age, 
ethnicity, race, and gender, in addition to the measures described above. 
3.3.3.1 Analytic Approach 
 The data were analyzed for outliers using Mahalanobis distance, Cook’s, and 
Leverage values, as suggested by Tabachnick and Fidell (2012). Additionally, 
correlations for multicollinearity and additivity, and plots for normality, linearity, and 
homogeneity were generated. All variables were found to be normally distributed. The 
Breusch–Pagan test for heteroscedasticity (Breusch & Pagan, 1979) using the Breusch–
Pagan and Koenker Test Macro (Garcia-Granero, 2002) indicated heteroscedasticity in 
the data, χ2 (2, N = 322) = 16.93, p < .001, so heteroscedasticity-consistent standard error 
estimators (HC3; Davidson & MacKinnon, 1993) were implemented in the final models. 
Descriptive statistics and intercorrelations were analyzed using Pearson r 
correlations. To test H1–H4, a three-way ANCOVA was conducted to examine the 
difference in PTSD symptom severity based on gender identity, sexual orientation, and 
relationship involvement. Bias-corrected and accelerated bootstrapping (BCa) was used 
to equalize the variances when the data violated the assumption of homogeneity. To test 
H5–H7, a two-way ANCOVA was conducted to estimate the effect of respondent sexual 
identity statuses and relationship status on PTSD symptom severity, where respondent 
sexual identity (sexual minority, heterosexual) and relationship status (not currently 
partnered, partnered but not married, married) are the independent variables and PTSD 
symptom severity is the outcome variable. Finally, to test H8, a moderation model using 
the PROCESS macro (Version 3.5; Hayes, 2012) within SPSS (Version 27) was 
conducted to examine whether the strength and direction of the relationship between SV 
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severity and PSTD symptom severity is affected by relationship involvement (see Figure 
3.1 for conceptual model). BCa bootstrapping was utilized to generate 95% confidence 
intervals for each interaction and main effect. 
3.4 Results 
 Descriptive statistics for sexual violence experiences that occurred over the past 
year are displayed in Table 3.2. In total, 90.4% (n = 291) of participants reported more 
than one experience of sexual violence in the past 12 months. Notably, 67.7% of 
participants reported rape by force as their most severe experience and 7.8% of 
respondents reported rape by incapacitation as their most severe experience. Overall, 
82.9% of respondents reported sexual contact by coercion at least once in the past year 
(M = 2.49 times, SD = 1.77), 68.6% of participants reported sexual contact by 
incapacitation (M = 1.19 times, SD = 1.10), and 77.5% of participants reported sexual 
contact by force (M = 2.13 times, SD = 1.90). In terms of attempted rape, 73.6% of 
respondents reported attempted rape by coercion (M = 5.04 times, SD = 2.35), 64.3% of 
participants reported attempted rape by incapacitation (M = 2.35 times, SD = 2.38), and 
64.6% of participants reported attempted rape by force (M = 4.43 times, SD = 4.65). For 
completed rape, 73.9% of participants reported rape by coercion (M = 5.05 times, SD = 
4.48), 65.8% of participants reported rape by incapacitation (M = 2.37 times, SD = 2.35), 
and 67.7% of participants reported rape by force (M = 4.57 times, SD = 4.58). Sexual 
violence (M = 30.74, SD = 17.07, range = 1–45) and PTSD (M = 40.97, SD = 18.05, 
range = 0–79) were moderately correlated, r = .41, 95% BCa CI [.31, .50], p < .001. In 
other words, 16.8% of the variance in PTSD was explained by respondents’ experience of 
sexual violence in the past 12 months. 
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3.4.1 Three-way Factorial ANCOVA 
 To test hypotheses 1–4, a 2 x 2 x 2 factorial ANCOVA was conducted to assess 
the role that gender identity (TGNC vs. cisgender), sexual orientation (sexual minority 
vs. heterosexual), and relationship involvement (in relationship vs. not in relationship) 
play in predicting one’s PTSD symptoms after controlling for length of the current 
relationship, experiences of CSA, and previous experiences of sexual violence that 
occurred since 14 years of age until 1 year ago. Levene’s test was not statistically 
significant (p = .086) indicating that the groups could be assumed to have homogeneity of 
variance. Mean scores for each group are presented in Table 3.3. The covariate, sexual 
violence since turning 14 years of age, was statistically related to PTSD symptom 
severity, F(1, 321) = 35.73, p < .001, 2 = .09, experiences of CSA were also statistically 
related to PTSD symptom severity, F(1, 321) = 16.11, p < .001, 2 = .04. Relationship 
length was statistically unrelated to PTSD symptom severity, F(1, 321) = 0.06, p = .802, 
2 < .01. After controlling for previous experiences of sexual violence, CSA, and 
relationship length, there was not a statistically significant interaction effect between 
gender identity and sexual orientation, F(1, 321) = 0.17, p = .680, 2 < 01, gender 
identity and relationship involvement, F(1, 321) = 0.23, p = .629, 2 < .01, or sexual 
orientation and relationship involvement, F(1, 321) = 1.01, p = .316, 2 < .01, suggesting 
that H4 was not supported. 
Main effects were examined to determine if PTSD symptom severity is greater 
among TGNC individuals than cisgender individuals (H1), if PTSD symptom severity is 
greater among sexual minority individuals than heterosexual individuals (H2), and if 
PTSD symptom severity is greater among individuals not in relationships than those in 
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relationships (H3). PTSD symptom severity did not statistically differ between TGNC (M 
= 48.52, SD = 15.00) and cisgender (M = 39.09, SD = 18.30) respondents, F(1,321) = 
1.86, p = .174, 2 < .01. Similarly, PTSD symptom severity did not statistically differ 
between those who identified with a sexual minority status (M = 43.97, SD = 18.78) and 
those who identified as heterosexual (M = 39.04, SD = 17.39), F(1, 321) = 0.02, p = .904, 
2 < .01. PTSD symptom severity also did not statistically differ between those who were 
in a relationship (M = 41.16, SD = 17.98) and those who were not (M = 39.80, SD = 
18.30), F (1, 321) = 0.06, p = .814, 2 < .01. See Table 3.4 for detailed results of the 
omnibus ANCOVA. 
3.4.2 Two-way Factorial ANCOVA 
 To test hypotheses 5–7, a 2 x 3 factorial ANCOVA was conducted to assess the 
role that sexual orientation (sexual minority vs. heterosexual) and relationship status (not 
currently partnered vs. partnered but not married vs. married) play in predicting PTSD 
symptom severity, when controlling for previous experiences of sexual violence, CSA, 
and length of current relationship. Levene’s test was statistically significant (p = .041), so 
bootstrapping was used to equalize the variances. Mean scores for each group are 
displayed in Table 3.5. The covariate, sexual violence since turning 14 years of age, was 
statistically related to PTSD symptom severity, F(1, 322) = 36.28, p < .001, 2 = .09, as 
were experiences of CSA, F(1, 322) = 16.13, p < .001, 2 = .04. Notably, the covariate, 
relationship length, was not statistically related to PTSD symptom severity, F(1, 322) = 
1.17, p = .280, 2 < .01. 
There was not a statistically significant interaction effect between sexual 
orientation and relationship status on PTSD symptom severity after controlling for 
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previous SV experiences and relationship length, F(2, 322) = 0.58, p = .561, 2 < .01, 
which failed to support H7, so main effects were examined. PTSD symptom severity did 
not statistically differ between those individuals who hold a sexual minority status (M = 
43.97, SD = 18.78) and those who identify as heterosexual (M = 39.09, SD = 17.36), F(1, 
313) = 0.39, p = .535, 2 < .01. Additionally, PTSD symptom severity did not statistically 
differ among those who were not currently partnered (M = 39.98, SD = 18.51), currently 
partnered but not married (M = 35.56, SD = 18.97), and married (M = 44.30, SD = 16.65), 
F(2, 313) = 1.77, p = .172, 2 = .01., which did not support H5 or H6. See Table 3.6 for 
detailed results of the omnibus ANCOVA. 
3.4.3 Moderation Model 
 Finally, to test H8, the SPSS macro PROCESS (Hayes, 2020) was used to test 
whether and the extent to which relationship involvement moderates the relationship 
between sexual violence that occurred within the past year and PTSD symptom severity 
(see Table 3.8). The model with the predictor (sexual violence) and the moderator 
(relationship involvement) statistically enhanced the prediction of PTSD when 
controlling for previous experiences of sexual violence and the length (in years) of 
current relationships, F(6, 315) = 16.22, p < .001, R2 = .23; however, results indicated 
that relationship involvement did not statistically moderate the effect of sexual violence 
on PTSD, B = -0.05, 95% CI [-0.21, 0.32], t = 0.39, p = .700. Said differently, neither the 
strength nor the direction of the effect of sexual violence on PTSD symptom severity 
changed according to relationship involvement. In fact, the addition of the interaction 
effect in the model did not statistically change the model, F(1, 315) = 0.14, p = .700, R2 
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change < .001, and accounted for less than 1% of the variance in PTSD symptom 
severity. 
3.5 Discussion 
Over the past few decades, a substantial amount of attention has been placed on 
the role of social support in the development of PTSD. It is not surprising that romantic 
relationships have emerged as a protective factor for mental distress (Kamp Dush & 
Amato, 2005; Vanassche et al., 2013) given that having a supportive environment in 
which to process a traumatic event is important in determining the likelihood of 
developing symptoms of posttraumatic stress. In the case of sexual violence, however, 
the interpersonal nature of the act itself might make the buffering effects of romantic 
relationships more nuanced and could also be exacerbated by minority stress. Indeed, 
minority stress theory indicates that stigma, prejudice, and discrimination can create 
stressful social environments that then elevate the risk for developing psychopathology 
(Hatzenbuehler, 2009; Meyers, 2013). In this regard, the present study was designed to 
investigate whether being in a relationship explains differences in PTSD symptoms 
among survivors of sexual violence and how sexual orientation and gender identity 
interact with relationship involvement and levels of relationship status to understand 
differences in PTSD symptoms. Counter to expectations, neither relationship 
involvement, SGM status, nor relationship status contributed to differences in PTSD 
symptom severity for individuals who reported SV experiences in the past year. Although 
the absence of any meaningful or statistical differences regarding these variables and 




3.5.1 Convergence and Divergence with Previous Research 
 Bivariate correlations between sexual assault severity and PTSD symptom 
severity were largely consistent with previous research (Brown et al., 2009; Davies et al., 
2014). Namely, increases in SV severity were linked to moderate increases in PTSD 
symptoms. Although the measure of association between sexual violence and PTSD was 
stronger in the present study than in previous studies (Davies et al., 2014), this is likely 
due to the focused recruitment of individuals based on their victimization histories. 
Regarding respondents’ sexual victimization histories, an examination of sexual 
victimization frequency and act severity indicated that highest severity rankings for 
unwanted sexual contact and attempted rape were similar, albeit slightly higher, than 
what has been found in previous work using internet samples (Johnson et al., 2017). Of 
note, 75% of respondents in the present study reported some form of rape as their most 
severe experience, compared to 13% in previous studies (Johnson et al., 2017); however, 
it should be noted that Johnson et al. (2017) recruited participants through an online 
undergraduate psychology course and did not focus on victimization histories. Moreover, 
the authors did not separate outcomes by tactics, precluding a comparison of outcomes 
(i.e., unwanted sexual contact, attempted rape, rape) based on tactic (i.e., coercion, 
incapacitation, force). Although the rates of sexual violence reported in the present study 
exceed the rates reported in other samples (e.g., Davies et al., 2014; Johnson et al., 2017), 
these differences are likely due to recruitment methods focused on sexual victimization 
histories. These discrepancies suggest that future researchers may need to distinguish 
between outcomes and tactics when sampling participants based on victimization 
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histories in order to account for the nuanced associations with mental health that exist 
within highly victimized groups. 
3.5.2 Gender Identity, Sexual Orientation, and Relationship Involvement 
 Notably, the results of this study indicated that PTSD symptom severity did not 
differ based on gender identity, sexual orientation identity, and relationship involvement, 
either separately or together, when accounting for relationship length and previous 
experiences of sexual violence, including a history of CSA. Once the influence of the 
covariates on PTSD were accounted for in the three-way ANCOVA, the variance 
explained by the predictors were not statistically meaningful in these data. Furthermore, 
the covariates—specifically previous experiences of sexual violence since 14 years of age 
and CSA—were strong predictors of PTSD, as anticipated, and the primary predictor 
variables explained nothing meaningful beyond what the covariates explained. One 
possible explanation for this finding aligns with Roberts et al. (2012), who reported that 
sexual minorities have a greater risk of developing PTSD than their heterosexual 
counterparts, and that child abuse accounted for 32.3% to 48.4% of the elevated risk of 
developing PTSD among sexual minorities. Further, gender nonconformity partially 
mediated the high prevalence of PTSD for heterosexual individuals who had previously 
had same-sex experiences, over and above the effect of child abuse, indicating that stress 
due to gender identity put gender nonconforming sexual minority individuals at elevated 
risk for PTSD (Roberts et al., 2012). In the context of the present study, controlling for 
previous experiences of sexual violence appeared to mitigate the risk of severe PTSD 
symptoms for all study participants; however, an examination of the adjusted means, 
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which account for the presence of the covariates, likely provide additional context and 
point to additional directions for future research. 
For instance, PTSD scores among TGNC and sexual minority individuals were 
lower after than before accounting for the presence of the covariates in the model. 
Interestingly, the opposite was true for individuals who identified as heterosexual or 
cisgender, although those who were cisgender and indicated a sexual minority status had 
lower relative mean PTSD scores when accounting for the presence of the covariates. 
Thus, previous experiences of sexual violence seem to have explained more of the 
variance in PTSD symptom severity for sexual minority and TGNC individuals than it 
explained for cisgender heterosexual individuals, corroborating the findings from Roberts 
et al.’s (2019) study. Said differently, it might be that SV history is a stronger predictor of 
mental health outcomes for SGM individuals than for cisgender or heterosexual 
individuals. Consequently, researchers might need to account for previous SV 
experiences in order to meaningfully understand the ways minority statuses contribute to 
mental health outcomes in similar and dissimilar fashion when compared to other 
dominant groups in society. That said, these findings should be interpreted with caution, 
especially given the small effect sizes. 
Concerning relationship involvement and SGM status, recent research suggests 
that family social support independently predicts PTSD and depression among racial 
minority LGB individuals, whereas social support from friends and significant others 
does not (Wise et al., 2019). Additionally, Wise et al. (2019) found that age interacted 
with social support from family and friends—but not significant others—to predict 
PTSD. More specifically, family support predicted PTSD in late adolescence (16–19 
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years), whereas friend social support predicted PTSD during the transition to adulthood 
(21–24 years). Although Wise et al. did not focus on experiences of sexual violence, the 
results suggest that the sources of support that are most meaningful for LGB individuals 
varies by developmental period, and that support from significant others does not explain 
additional variance in PTSD symptoms. 
In the context of the present study, it is clear that the level of PTSD symptom 
severity did not vary for SGM individuals based on relationship involvement, and it 
might be that other types of relationships are more influential concerning the health and 
well-being of SGM individuals following experiences of trauma. This is perhaps not 
surprising given that five common network types—diverse, diverse/no children, family-
focused, friend-centered/restricted, and fully restricted— that remain relatively stable 
across the life course have been documented among LGBT adults, and that each type has 
been identified as statistically related to mental health outcomes (i.e., positive affect, 
negative affect, self-esteem, etc.; Kim et al., 2017). Similar to The Convey Model of 
Social Relations (Antonucci et al., 2014), which describes how individuals develop social 
ties that, essentially, move with them across the life course and how those social ties are 
associated with mental health, those who have restricted support networks often have the 
worst mental health outcomes (Kim et al., 2017). Thus, it seems that other forms of social 
support from friends and family could play a more meaningful role in understanding the 
discrepancies in mental health between and among SGM individuals than a single 
indicator of relationship status. Notably, however, these findings could also be attributed 
to selection effects, wherein those with less severe psychological issues are more 
successful at entering intimate relationships and those with more severe mental health 
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concerns are unable (or choose not to) enter into intimate relationships. Inclusion criteria 
for the present study required that participants had at least one previous romantic 
relationship, so perhaps those who hold an SGM status but were not eligible to participate 
due to relationship history differ from those individuals who have been in a romantic 
relationship. 
Notably, this study was not designed to examine the predictive ability of either 
social support received from partners or social network characteristics. However, the 
existing literature concerning the relevance of other forms of social support for SGM 
individuals might explain why those who were not in relationships did not differ in PTSD 
symptom severity; that is, they might have had ample support in other forms. Future 
studies examining how PTSD symptoms differ for SGM individuals who have 
experienced sexual violence based on an analysis of social networks could uncover social 
pathways to mental health within this population. Moreover, due to sample size 
constraints in the present study, respondents with bisexual, gay/lesbian, asexual, and 
pansexual identities were combined into a single group to represent sexual minorities 
despite evidence indicating health disparities and inequalities within the population as a 
whole (King et al., 2008; Macapagal et al., 2016; Zeeman et al., 2019). Future researchers 
should focus on recruiting more robust samples of individuals with specific sexual 
orientation statuses. It is important to note that sexual orientation and gender identity are 
separate constructs and that these identities were not conflated in the present study. 
Because of the empirical research indicating that transgender and gender nonconforming 
individuals have different experiences of both sexual violence and mental health 
outcomes than cisgender LGB individuals, future researchers should continue to 
98 
 
recognize these identities as separate constructs when studying sexual violence and make 
efforts to examine the intersections between them. 
3.5.3 Sexual Orientation and Relationship Status 
The results of the two-way ANCOVA indicated that there were no differences in 
PTSD symptom severity based on sexual orientation or relationship status, nor were there 
statistically significant interaction effects between sexual orientation and relationship 
status when controlling for previous experiences of sexual violence and the length of 
relationships for those who were currently partnered. Similar to the preceding discussion, 
the covariates concerning previous experiences of SV, including CSA, appeared to 
explain the difference in PTSD scores such that the presence of the predictors were not 
statistically meaningful, once again indicating the importance of accounting for previous 
experiences of SV. Notably, however, previous research using population-level data 
found that married lesbian and gay individuals tended to report the best health (i.e., 
mental health, general health, healthcare access), followed respectively by partnered, 
single, and post-married (i.e., divorced, separated, and widowed) individuals (Du Bois et 
al., 2019). Du Bois et al., however, only used two indicators of mental health (i.e., 
number of days mental health was not good, ever had a depressive disorder) and did not 
focus exclusively on experiences of trauma, let alone experiences of sexual violence. 
Nonetheless, the proposed linear trend indicating that married individuals were the 
healthiest, followed by partnered individuals, then single individuals, was not confirmed 
by the present analysis. In fact, in the presence of covariates, single sexual minority 
individuals had the lowest mean PTSD scores, followed by partnered and married 
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individuals, respectively, whereas heterosexual married individuals had the highest mean 
PTSD scores, followed by single individuals and those who were currently partnered. 
One possible explanation for these discrepancies and divergence from the extant 
empirical literature could be that the mere presence of a partnership does not confer 
mental health benefits for survivors of sexual violence. Whereas Du Bois et al. (2019) 
found moderate effects between relationship status and mental health among sexual 
minority individuals (.30 < d < .33), previous research also indicates that the effect 
marital quality has on indicators of health is practically meaningful (.07 < r < .21; 
Robles, 2014; Robles et al., 2014) given that increasing marital quality, even a little, 
could have meaningful impacts on quality of health. Moreover, meta-analyses have found 
small associations between PTSD and relationship quality (r = -.24; Lambert et al., 
2012), potentially indicating that studies examining the relationship quality would 
uncover meaningful differences in PTSD symptom severity that were not identified in the 
present study. Given that PTSD is negatively associated with marital quality, and that 
marital quality has small, but meaningful, associations with health indicators, perhaps it 
is not surprising that married heterosexual and sexual minority individuals had the 
highest scores on PTSD symptom severity, although marital quality was not controlled 
for in the present study. To understand the discrepancies between the findings from Du 
Bois et al. (2019) and the results presented here, future researchers should focus on 
investigating marital quality in addition to relationship status to better understand mental 
health outcomes within this population. 
Research concerning marital status and suicidal behavior could also provide 
additional context for the null findings. For instance, a study found that thwarted 
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belongingness, or an extreme sense of social isolation and disconnection stemming from 
an unmet need to belong, mediated the relationship between relationship status (a risk 
factor for suicide) and suicidal behavior among gay men, such that being unpartnered was 
associated with higher levels of thwarted belongingness, which were in turn associated 
with higher levels of suicidal behavior than when individuals were partnered (Riley & 
McLaren, 2019). Concerning sexual violence, self-blame is associated with higher 
distress following experiences of sexual violence (Frazier, 2003), and subjective factors 
(e.g., self-blame) have twice the effect of objective factors (e.g., use of threat during 
assault) on psychological distress (Weaver & Clum, 1995). In light of the body of 
literature suggesting that a lack of social support contributes to psychological distress 
(Brewin et al., 2000; Ozer et al., 2003), it might be that examining other risk factors, such 
as self-blame, in combination with relationship status would identify differences in PTSD 
symptoms. Moreover, longitudinal designs that can temporally locate SV experiences 
with respect to singlehood, relationship formation, and relationship dissolution would 
provide additional context concerning the relationships of SV survivors and the 
associated impact on PTSD. Although inclusion criteria for the present study required 
that participants had experienced SV in the past year, and all participants indicated that 
their relationships had been at least one year in length—meaning that respondents had 
likely been in their current relationship at the time of their most recent experience of 
sexual violence—this study is limited by its cross-sectional design. Moreover, although 
controlling for previous experiences of SV is a strength in that it removes noise from the 
analyses, these experiences could have occurred over a broad range of ages (i.e., since the 
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age of 14 until 1 year ago), thereby clouding the potential strength of observed statistical 
relationships. 
3.5.4 Sexual Victimization, Relationship Involvement, and PTSD 
 Contrary to the hypotheses, results indicate that relationship involvement did not 
statistically moderate the relationship between sexual violence experiences within the 
past year and PTSD symptom severity. Although about 23% of the variance in PTSD 
symptom severity was explained by recent sexual violence experiences and relationship 
involvement when controlling for previous experiences of sexual violence and the 
relationship length of those involved in relationships at the time of the survey, the 
variance explained did not change depending on whether respondents were in a 
relationship. Previous research indicates that individuals who experience adverse life 
events have an increased likelihood of being divorced or unmarried (Anderson, 2017). 
Thus, although adverse life experiences, such as sexual violence, can certainly influence 
relational outcomes later in life, these findings suggest that those outcomes do little to 
alter the association between SV and PTSD. Although these data suggest that neither the 
direction or magnitude of the association between SV and PTSD vary according to 
whether one is partnered, one area in which being partnered appears particularly 
advantageous to SV survivors is when they are receiving treatment for PTSD (Fredman et 
al., 2016). Therefore, future researchers might examine how relationship involvement 
moderates the relationship between SV and PTSD among those receiving mental health 
treatment. 
Other research has found that found that high social support has an equal and 
negative association on functional impairment and somatization for sexual minority and 
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nonsexual minority women, whereas low social support is more closely associated with 
more severe symptoms for sexual minority women than among nonsexual minority 
women (Weiss, et al., 2015). Indeed, among women who perceived low social support 
from their partners, the negative association between PTSD symptoms and relationship 
satisfaction was more prominent for lesbian women than for heterosexual women (Caska-
Wallace et al., 2016). The opposite was true when receiving high support from their 
partners such that the negative association between PTSD and relationship was less 
drastic for lesbian women than heterosexual women (Caska-Wallace et al., 2016). Thus, 
partner support appeared to play a more prominent role in predicting lesbian than 
heterosexual women’s relationship satisfaction in the presence of PTSD symptoms. In 
combination with the previous research cited herein, it seems that relationship processes, 
such as social support or relationship satisfaction, play a more meaningful role than 
relationship status in understanding mental health discrepancies among SGM individuals. 
Importantly, this study was not designed to measure social support received from 
intimate partners and does not explain why those who were unpartnered did not have 
associations between SV severity and PTSD symptom severity that differed from those 
who were partnered. 
3.6 Conclusion 
Although previous research indicates that there is a heightened risk for 
psychological distress in SGM individuals (Gonzales & Henning-Smith, 2017; Institute 
of Medicine, 2011; Lipson et al., 2019; Meyer et al., 2008; Newcomb et al., 2020; 
Pitoňák, 2017; Ross et al., 2018; Solomon et al., 2021), previous research has also found 
few differences in abuse history (e.g., adult sexual assault, childhood physical abuse, etc.) 
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and mental health outcomes (PTSD severity, depression symptom severity, etc.) between 
heterosexual and sexual minority women (Weiss et al., 2015). The results of the present 
study provide support for the latter and expand these findings to TGNC individuals and 
relationship statuses, such that there were no discernable differences in PTSD 
symptomology based on gender identity, sexual orientation, and relationship 
involvement. Moreover, PTSD symptom severity did not differ based on sexual 
orientation and relationship status (single, in a relationship, married), and relationship 
involvement did not moderate the association between SV experiences and PTSD 
symptom severity. Although these findings should be interpreted with caution given the 
various limitations discussed herein, perhaps most importantly, these findings suggests 
that previous experiences of sexual violence that also include experiences of CSA play an 
important role in explaining the differences in PTSD symptom severity for those with 
recent SV experiences, and that the unexplained variance in PTSD may not be 
attributable to gender identity, sexual orientation, or relationship statuses. Such results 
reveal that individuals who have SV histories, and more specifically SV experiences that 
occurred in the past year, likely do not differ in terms of PTSD symptom severity based 
solely on empirically derived identity statuses. Instead, it seems that contextualizing 
PTSD for survivors of SV within broader social and relational contexts that focus on 
processes of support that are inherent within relationships would be more beneficial for 





Demographic Characteristics of Participants (N = 322) 
Characteristic n % 
Gender 
Female a 174 54.0 
Male b 114 35.4 
Trans FTM 16 5.0 
Trans MTF 15 4.7 
Trans non-binary/third gender 2 0.6 
Non-binary/third gender 1 0.3 
Race or Ethnicity 
White 226 70.2 
Black, non-Hispanic 27 8.4 
Asian 22 6.8 
Mixed 16 4.7 
American Indian/Alaskan Native 15 4.7 
Hispanic 14 4.3 
Another, unspecified 2 0.6 
Education 
High school diploma 20 6.2 
Some college 64 19.9 
Associate’s degree 19 5.9 
Bachelor’s degree 157 48.8 
Master’s degree 59 18.3 
Doctorate 3 0.9 
Religion 
Catholic 173 53.7 
Protestant, Evangelical 32 9.9 
Agnostic 29 9.0 
Protestant, Mainline 20 6.2 
Atheist 18 5.6 
Christianity, unspecified 13 4.0 
No religious preference 12 3.7 
Other, spirituality 11 3.4 
Islamic 9 2.8 
Jewish 5 1.6 
Religiosity 
Very religious 86 26.7 
Somewhat religious 113 35.1 
Slightly religious 60 18.6 
Not religious 63 19.6 
Respondent relationship status 
Married 173 53.7 
In a relationship, not married 97 30.1 
Single 49 15.2 
Separated 2 0.6 
Divorced 1 0.3 
Sexual Orientation 
Heterosexual 198 61.5 
Bisexual 92 28.6 
Asexual 16 5.0 
Gay/lesbian 9 2.8 
Pansexual 7 2.2 
Childhood sexual abuse 
Yes 171 53.1 
No 108 33.5 
Unsure 43 13.4 
 M SD 





Sexual Assault Severity Scores for Respondents since 14 Years of Age (N = 322) 
Separated outcome and tactic 
M SD Range 
Highest 
Severity Rank a 
Redundant b 
Sexual contact by coercion 2.49 1.77 0–6 22 (6.8) 267 (82.9) 
Sexual contact by incapacitation 1.19 1.10 0–3 8 (2.5) 207 (68.6) 
Sexual contact by force 2.13 1.90 0–6 7 (2.1) 221 (77.5) 
Attempted rape by coercion  5.04 4.67 0–18 8 (2.5) 237 (73.6) 
Attempted rape by 
incapacitation 
2.35 2.38 0–9 5 (1.6) 207 (64.3) 
Attempted rape by force 4.43 4.65 0–18 8 (2.5) 208 (64.6) 
Rape by coercion 5.05 4.48 0–18 21 (6.5) 238 (73.9) 
Rape by incapacitation 2.38 2.35 0–9 25 (7.8) 212 (65.8) 
Rape by force 4.57 4.58 0–18 218 (67.7) 218 (67.7) 
Note. Percentages are presented in parentheses. 
a Reflects scoring based on the highest severity rank, in which participants were placed in 
the category of their most severe experience, ignoring all less severe outcomes. b Reflects 
redundant scores for each outcome and tactic in that if a participant experienced both 







Means, Adjusted Means, Standard Deviations, Standard Errors, and Confidence Intervals for PTSD according to 
Sexual Orientation, Relationship Involvement, Gender Identity and Gender Identity and Sexual Orientation as a 
Function of Relationship Involvement (N = 321) 
Variable n M SD Madj a SE b 95% CI 
PTSD 321 (100.0) 40.94 18.07 41.65 1.31 [39.08, 42.99] 
Sexual orientation       
Sexual minority 124 (38.6) 43.97 18.78 41.99 1.89 [40.99, 47.12] 
Heterosexual 197 (61.4) 39.04 17.39 41.19 1.73 [36.77, 41.57] 
Relationship involvement       
Single, not partnered 51 (15.9) 39.80 18.30 41.31 2.54 [34.86, 44.91] 
In a relationship 270 (84.1) 41.16 17.98 41.90 1.39 [39.00, 43.41] 
Gender identity       
TGNC 63 (19.6) 48.52 15.00 43.91 2.36 [45.27, 51.74] 
Cisgender 258 (80.4) 39.09 18.30 39.95 1.55 [36.89, 41.45] 
Sexual minority 
Gender Identity       
TGNC 46 (14.3) 49.22 15.13 44.96 2.87 [44.94, 53.04] 
Cisgender 78 (24.3) 40.87 20.09 39.03 2.49 [36.79, 45.65] 
Heterosexual 
Gender Identity       
TGNC 17 (5.3) 46.65 14.95 41.80 4.00 [39.65, 53.36] 
Cisgender 180 (56.1) 38.32 17.46 40.88 1.76 [35.93, 40.95] 
Single, not partnered 
Sexual orientation       
Sexual minority 24 (7.5) 42.29 19.54 40.97 3.40 [33.69, 49.70] 
Heterosexual 27 (8.4) 37.59 17.90 41.99 3.25 [30.54, 44.88] 
Gender Identity       
TGNC 11 (3.4) 51.82 8.90 44.83 4.98 [47.11, 56.69] 
Cisgender 40 (12.5) 36.50 19.33 39.56 2.87 [30.32, 42.61] 
In a relationship 
Sexual Orientation       
Sexual minority 100 (31.1) 44.37 18.67 43.01 1.74 [41.19, 47.75] 
Heterosexual 170 (53.0) 39.27 17.35 40.78 2.10 [30.06, 38.60] 
Gender Identity       
TGNC 52 (16.2) 47.83 15.98 43.45 2.49 [43.70, 51.79] 
Cisgender 218 (67.9) 39.57 18.10 40.35 1.20 [37.14, 42.16] 
Single, not partnered 
TGNC       
Sexual minority 11 (3.4) 51.82 8.90 44.83 4.98 [47.11, 56.69] 
Heterosexual - - - - - - 
Cisgender       
Sexual minority 13 (4.0) 34.23 22.63 37.12 4.58 [21.66, 46.13] 
Heterosexual 27 (8.4) 37.59 17.90 41.99 3.25 [30.54, 44.88] 
In a relationship 
TGNC       
Sexual minority 35 (10.9) 48.40 16.63 45.09 2.80 [43.11, 53.28] 
Heterosexual 17 (5.3) 46.65 14.95 41.80 4.00 [39.65, 53.36] 
Cisgender       
Sexual minority 65 (20.2) 42.20 19.46 40.93 2.02 [37.51, 47.15] 
Heterosexual 153 (47.7) 38.45 17.44 39.77 1.32 [35.70, 41.28] 
Note. Percentages are presented in parentheses. Numbers in brackets are 95% bias corrected accelerated (BCa) 
intervals for the mean. 




Summary Table for Three-Way Analysis of Variance of the Effects of Gender Identity, Sexual Orientation, and 
Relationship Involvement on PTSD  
Variable df SS MS F p ̂P2 2 
Gender identity 1 487.82 487.82 1.86 .174 .01 < .01 
Sexual orientation 1 3.83 3.83 0.02 .904 < .01 < .01 
Relationship involvement 1 14.64 14.64 0.06 .814 < .01 < .01 
Gender identity x Sexual orientation 1 44.67 44.67 0.17 .680 < .01 < .01 
Gender identity x Relationship involvement 1 61.34 61.34 0.23 .629 < .01 < .01 
Sexual Orientation x Relationship 
involvement 
1 265.44 265.44 1.01 .316 < .01 < .01 
Within cells 311 81,722.99 262.94     
Total 321 642,607.00      




Means, Adjusted Means, Standard Deviations, Standard Errors, and Confidence Intervals for PTSD 
according to Sexual Orientation, Relationship Status, and Relationship Status as a Function of Sexual 
Orientation (N = 322) 
Variable n M SD Madj a SE b 95% CI 
PTSD 322 40.70 18.05 40.70 1.06 [39.05, 42.86] 
Sexual Orientation       
Sexual minority 124 (38.5) 43.97 18.78 41.35 1.63 [40.74, 47.38] 
Heterosexual 198 (61.5) 39.09 17.36 40.04 1.35 [36.69, 41.41] 
Relationship status       
Not partnered 52 (16.1) 39.98 18.51 40.74 2.35 [34.73, 44.84] 
Currently partnered, not married 97 (30.1) 35.56 18.97 38.20 1.85 [31.92, 39.25] 
Married 173(53.7) 44.30 16.65 43.16 1.33 [41.92, 46.91] 
Sexual minority 
Relationship status       
Not partnered 24 (7.5) 42.29 19.54 40.18 3.36 [34.40, 50.42] 
Currently partnered, not married 28 (8.7) 38.68 22.49 40.48 3.05 [30.16, 47.27] 
Married 72 (22.4) 46.58 16.62 43.41 1.98 [42.87, 50.20] 
Heterosexual 
Relationship status       
Not partnered 28 (8.7) 38.00 17.70 41.31 3.17 [31.65, 44.06] 
Currently partnered, not married 69 (21.4) 34.29 17.37 35.92 1.99 [30.06, 38.60] 
Married 101 (31.4) 42.67 16.57 42.91 1.66 [39.41, 45.73] 
Note. Numbers in brackets are 95% bias corrected accelerated (BCa) intervals for the mean. 




Summary Table for Two-Way Analysis of Variance of the Effects of Sexual Orientation, and Relationship 
Status on PTSD  
Variable df SS MS F p ̂P2 2 
Sexual orientation 1 99.61 99.61 0.39 .535 < .01 < .01 
Relationship status 2 916.42 458.21 1.77 .172 .01 .01 
Sexual orientation x relationship status 2 299.61 149.80 0.51 .561 < .01 < .01 
Within cells 313 80,981.88 258.73     
Total 322 645,008.00      
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CHAPTER 4. SEXUAL VIOLENCE, DECISION-MAKING, RELATIONSHIP SATISFACTION, AND 
PTSD AMONG SEXUAL AND GENDER MINORITY INDIVIDUALS 
Relationship involvement is a well-established protective factor for adverse mental 
health problems (Kamp Dush & Amato, 2005; Smith et al., 2020; Vanassche et al., 2013; 
Whitton et al., 2018), and relationship satisfaction has also been shown to prospectively 
predict decreases of individual posttraumatic stress disorder (PTSD) symptoms such as 
reliving the trauma, emotional numbing, and irritability (LeBlanc et al., 2016). Research 
suggests that romantic involvement has a stress-buffering effect in racially diverse sexual 
minorities (Witton et al., 2018), but the protective effects of support among those 
exposed to violence are thought to be less pronounced for gender minority youth than for 
cisgender youth (Rosse-Reed et al., 2019). Nonetheless, the factors that predict 
relationship quality and stability are relatively the same for heterosexual and same-sex 
couples (Kurdek, 2005). For instance, depression, relationship dissatisfaction, destructive 
couple conflict, and low social support are associated with relationship instability among 
same-sex couples (Khaddouma et al., 2015), and depressive symptoms and low levels of 
social support are predictive of lower relationship satisfaction in both female same-sex 
couples (Terrell & Dugger, 2018) and partnered bisexual individuals (Vencill et al., 
2018). Relationship resources help to explain unique variation in relationship satisfaction 
for same-sex couples beyond the explanatory power of personal and contextual resources 
alone (Pope et al., 2010), and there is evidence to suggest that relationship functioning in 
same-sex couples is particularly healthy in areas such as division of household labor 
(Kurdek, 2004, 2006, 2007), conflict resolution (Kurdek, 2005), and communication 
(Gottman et al., 2003). 
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Those in committed relationships also experience added mental health benefits. For 
example, sexual and gender minority (SGM) individuals who are partnered report fewer 
depressive and anxiety symptoms (Whitton, 2020) and better psychological well-being 
(Parsons et al., 2013; Wayment & Peplau, 1995) than their single counterparts. Notably, 
however, minority stressors can negatively impact psychological adjustment, and 
ultimately the relationship satisfaction of same-sex partners (Balsam & Szymanski, 2005; 
Rotosky et al., 2004). 
In sum, romantic relationships seem to provide added benefits to SGM 
individuals, and how partners engage with each other appears particularly relevant for 
understanding relational contexts that promote psychological resilience following 
experiences of trauma. Further, the positive relational processes by which SGM 
individuals solve problems, initiate conversation, and make decisions—often to a degree 
more effective than heterosexual couples (Gottman et al., 2003)—might be helpful for 
understanding whether and how relationships act as a protective factor for adverse mental 
health problems following sexual violence. Yet, there is a dearth of research on the 
buffering effects of relationship processes among SGM individuals who have 
experienced sexual violence (SV). Additionally, there is not adequate insight into the 
relational processes that might promote the mental well-being of individuals who have 
experienced SV. Thus, this study is designed to fill those gaps by considering the 
associations between relational processes, relationship satisfaction, and PTSD among 
SGM individuals who have experienced SV. Before detailing the method employed, 
relevant scholarship will be reviewed. 
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4.1 Relationship Satisfaction and Trauma 
Gender and sexual-orientation related discrimination (Sullivan et al., 2017), 
internalized homonegativity, and sexual identity (Pepping et al., 2019) have been 
explored as potential explanatory variables in the link between trauma and relationship 
satisfaction among SGM individuals. Discrimination is associated with increased 
relationship satisfaction and commitment for lesbian, gay, and bisexual (LGB) young 
adults with low trauma exposure, but discrimination is not associated with changes in 
relationship satisfaction among those with more robust trauma histories (Sullivan et al., 
2017), indicating that the determinants of relationship satisfaction and commitment might 
vary based on trauma history. Relatedly, LGB individuals who have experienced SV tend 
to score lower on attachment avoidance than those who are not victimized, with the 
difference being smaller for those with low than high internalized homophobia, and their 
romantic relationship functioning is positively associated with having a secure LGB 
identity (Gemberling et al., 2015). These findings suggest that internalized homophobia 
can indirectly lead to more avoidance in relationships following SV; however, the results 
also suggest that romantic relationships could buffer against the adverse effects of SV for 
SGM individuals. 
Additionally, it could be that the strengths observed in same-sex couples, like the 
tendency to engage in healthy conflict (Gottman et al., 2003), might facilitate closeness 
and communication while reducing avoidance. Clearly, having both engagement and 
support in one’s intimate relationship is beneficial to the recovery process following 
sexual trauma, particularly given that PTSD symptoms tend to be exacerbated by 
avoidance of stimuli that remind individuals of their trauma (American Psychiatric 
Association, 2013). SGM individuals and their relationships appear particularly well 
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situated to combat the deleterious effects of sexual trauma because LGB individuals with 
SV histories might be less likely to withdraw from and more likely to engage with 
romantic partners. Furthermore, the effects of gender- and sexual-related discrimination 
on relationship satisfaction and commitment appear to be inconsequential with additional 
experiences of trauma, suggesting that, perhaps, other aspects of SGM relationship 
functioning better explain the association between SV and relationships satisfaction 
regardless of SV severity. 
Emotional intimacy mediates the association between internalized homonegativity 
and relationship satisfaction for married lesbian and gay individuals (Guschlbauer et al., 
2019), highlighting the importance of cultivating emotional intimacy in same-sex 
relationships to buffer against discrimination and stigma. Sexual minority women who 
experience satisfaction in their relationships report greater sexual functioning than those 
with lower relationship satisfaction regardless of their sexual or criminal victimization 
history, suggesting characteristics of one’s relationship have a great deal of impact on 
sexual functioning even when minority stressors are held constant (Cohen & Byers, 
2015). Partner support has also emerged as an important predictor of relationship 
satisfaction among military veteran women with PTSD (Caska-Wallace et al., 2016). 
More specifically, military veteran women with PTSD experience impaired relationship 
satisfaction, and this association is more pronounced for lesbian women than 
heterosexual women, and when receiving low than high partner support (Caska-Wallace 
et al., 2016). Although there are similarities between same-sex and heterosexual 
relationship functioning, it also appears that experiences of trauma impact relationship 
functioning differently for same-sex and heterosexual couples. Furthermore, relationship 
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satisfaction, in particular, seems to promote positive outcomes in other areas of the 
relationship, such as sexual satisfaction and intimacy, and this holds true regardless of 
victimization histories. 
4.1.1 Relationship Satisfaction and Mental Well-Being 
 Relationship satisfaction also promotes positive mental health outcomes (LeBlanc 
et al., 2016), and the abovementioned findings suggest that various aspects of 
relationships play a role in the mental health of SGM individuals who have experienced 
SV, likely operating through the relative influence these relational processes have on 
relationship satisfaction. Indeed, mental health symptoms are inversely related to 
relationship satisfaction (Edwards-Stewart et al., 2018; Terrell & Dugger, 2018), and 
higher levels of marital satisfaction are associated with better overall well-being (Proulx 
et al., 2007; Robles et al., 2014). A longitudinal study that followed active-duty military 
personnel over the course of individual therapy provides additional insight into the 
dynamic nature of the association between relationship satisfaction and mental health: 
Individuals who reported a change in relationship satisfaction over the course of therapy 
experienced a reduction in PTSD symptoms and general distress (Edwards-Stewart et al., 
2018). Although the direction of causality between relationship satisfaction and mental 
health are unclear, the findings from Edwards-Stewart et al. (2018) might actually 
indicate a dynamic, iterative relationship between the two variables. Furthermore, 
individual mental health is associated with partner’s perception of relationship 
satisfaction among female same-sex couples, above the effects of the partner’s own 
mental health (Otis et al., 2006). Overall, these findings point to the recursive nature of 
relationship satisfaction and mental health, but do not account for experiences of trauma. 
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It is notable, however, that adults presenting for sex therapy with childhood sexual abuse 
histories are more likely to report relationship and psychological issues than those 
without (Berthelot et al., 2014). 
4.1.1.1 Relationship Processes and Satisfaction 
Containing conflict and promoting psychologically intimate communication have 
emerged as important predictors of relationship satisfaction in both heterosexual and 
same-sex couples who have been together for 30 years or more (Mackey et al., 2004). 
Although research suggests that same-sex couples experience similar levels of 
satisfaction, emotional intimacy, and commitment as heterosexual couples (Joyner et al., 
2019), relative to heterosexual couples, same-sex couples tend to take healthier 
approaches toward addressing conflict, power, and equality in their relationships 
(Gottman et al., 2003; Kurdek, 2004). This is important because lesbian women and gay 
men report greater relationship satisfaction when they believe that the decision-making 
power within the relationship is relatively equal (Eldridge & Gilbert, 1990; Peplau & 
Fingerhut, 2007; Peplau & Spalding, 2000). Furthermore, lesbians value interdependence 
in financial decision-making, which is in turn predictive of relationship satisfaction 
(Mock & Cornelius, 2007). Additionally, equality in managing household chores is also 
associated with relationship stability for gay men and lesbian women (Gotta et al., 2011). 
Therefore, shared decision making within one’s relationship might also promote healthy 
functioning in the context of SV, which in turn affects the well-being of survivors. 
4.1.1.2 Decision-Making and PTSD 
 Much of the extant literature surrounding decision-making and sexual violence 
concerns three interrelated areas of interest: the decision to report the experience to law 
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enforcement (Marchetti, 2012; United States Department of Justice, 2011; Wolitzsky-
Taylor et al., 2011), or to universities (Boyle et al., 2017; Lindquist et al., 2016; Spencer 
et al., 2017; Spencer et al., 2020), and the decision to disclose experiences to friends and 
family (Dworkin et al., 2016; Orchowski & Gidycz, 2015; Ullman et al., 2020). PTSD 
symptoms have been found to account for meaningful variance in reporting behavior 
among sexual assault survivors such that for every 1-unit increase in hyperarousal 
symptoms, individuals were 11 times more likely to make a police report, whereas 
individuals were about 7% less likely to make a report to police with each unit increase in 
avoidance symptoms (Walsh & Bruce, 2014). Additionally, negative social reactions to 
SV disclosure were associated with higher levels of paranoia, interpersonal sensitivity, 
hostility, and phobic anxiety at 7-month follow-up in a study that followed college 
women during their first year at university (.43 < r < .52; Orchowski & Gidyc, 2015). 
Given that the decision to make a report is associated with post-assault sequela of 
avoidance and hyperarousal, for example, and that negative reactions to disclosure 
heighten the risk for mental and relational issues later on, it seems that the associations 
between decision-making and PTSD are meaningful among survivors of sexual violence, 
especially when these decisions are connected to reporting and disclosing SV 
experiences. 
More broadly, shared decision-making among individuals seeking treatment for 
PTSD and healthcare providers has also gained traction in the empirical literature 
(Etingen et al., 2019; Mott et al., 2014). From a healthcare provider’s perspective, 
provider clinical expertise as well as patient factors (e.g., goals, treatment preferences) 
are important considerations for negotiating and establishing treatment plans (Etingen et 
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al., 2019). Additionally, veterans who were randomized into a condition in which they 
participated in a 30-minute shared-decision making session prior to the start of therapy 
not only preferred an evidence-based treatment, but also received a more adequate dose 
of psychotherapy (i.e., attended more than 9 sessions) than those in the control condition 
who completed treatment planning during intake and in alignment with clinic protocols 
(Mott et al., 2014). A similar study found that veterans who received the intervention 
(i.e., shared decision-making with provider) initiated evidence-based treatment sooner 
than controls but did not differ from individuals in the control condition in treatment 
attendance or completion (Hessinger et al., 2018). Regarding sexual assault, individuals 
who perceive that they have greater control over their recovery process have fewer 
symptoms of PTSD than those who did not (Ullman et al., 2007). Moreover, one path 
analysis indicated that positive social reactions to SV disclosure was positively associated 
with more perceived control over treatment, which was in turn related to lower PTSD 
symptom severity (Ullman & Peter-Hagene, 2014), suggesting the tension between social 
support and control in the context of SV as it relates to PTSD symptomology. In 
combination with the previously described research indicating that shared decision-
making can promote overall well-being and interpersonal functioning, these findings 
suggest shared decision-making in relationships might be particularly meaningful for SV 
survivors as it relates to managing PTSD symptomology. What has yet to be identified in 
the literature is the relevance of decision-making within intimate relationships and how 
that might be related to subsequent evaluations of posttraumatic stress symptoms. 
The purpose of this study is multifaceted: (a) to establish a direct connection 
between SV and PTSD symptoms; (b) to establish a direct connection between SV and 
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relationship satisfaction; and (c) to ascertain whether relational decision-making plays a 
role in the associations between SV and PTSD symptom severity, and SV and 
relationship satisfaction. 
H1: Sexual violence severity is positively correlated with PTSD symptom 
severity. 
H2: Sexual violence severity is negatively correlated with relationship satisfaction. 
H3: Decision-making power mediates the relationship between SV and PTSD 
symptom severity, such that PTSD symptoms are less severe for those with 
high levels of shared decision-making in their romantic relationships. 
H4: Decision-making power mediates the relationship between SV and 
relationship satisfaction, such that relationship satisfaction are greater for 
those with high levels of shared-decision-making in their romantic 
relationships. 
4.2 Method 
4.2.1 Sampling Procedures 
 Participants were recruited via Amazon Mechanical Turk (MTurk)—a 
crowdsourcing platform with a large and diverse subject pool that is representative of the 
U.S. population across many psychological dimensions (e.g., anxiety; McCredie & 
Morey, 2019)—in June of 2020. Inclusion criteria for the study required participants to 
be at least 18 years of age, have personal experience with sexual victimization since their 
14th birthday, and have been in at least one romantic relationship. Eligible participants 
responded to questions concerning experiences of sexual violence, attachment, PTSD, 
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emotional coping, relationship and sexual satisfaction, and decision-making within 
relationships. Attention checks were scattered throughout the survey, and 688 
respondents correctly answered the three attention check questions. Participants were 
paid $2.03 to complete the roughly 25-minute survey, based on the distribution of median 
hourly wages for human intelligence task surveys on MTurk ($4.88; Hara et al., 2018). 
Only currently partnered sexual minority respondents were included in the present study. 
4.2.1.1 Sample Demographics 
As displayed in Table 4.1, most respondents were White (72.0%), bisexual 
(71.3%), and female (55.9%); 14.0% of the sample identified as transgender. The highest 
level of formal education varied, but a majority had either completed some college 
(22.4%), earned a bachelor’s degree (48.3%), or earned a master’s degree (16.1%). 
Respondents indicated they were either very religious (25.9%), somewhat religious 
(32.2%), slightly religious (14.7%), or not at all religious (27.3%). Regarding religious 
preference, most identified as Catholic (48.3%); others identified as agnostic (13.3%) or 
atheist (10.5%). A slight majority indicated they had experienced childhood sexual abuse 
(51.7%); 36.4% of respondents indicated that they had not, and 11.9% were unsure. Most 
respondents were married (60.1%), and 39.9% were not married but were in a committed 
relationship. 
The sample was more racially diverse than the U.S. population (Jensen et al., 
2020), which is not surprising because those who are not White are at heightened risk for 
experiencing SV (Garcia & Rivera, 2014; Sigurvinsdottir et al., 2016) and adverse mental 
health outcomes (Pahl et al., 2020). There were more married SGM individuals in the 
sample relative to the U.S. population (Walker & Taylor, 2021), and respondents were 
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less educated than same-sex householders in the United States (Statista, 2021). According 
to a report from the Williams Institute, nearly half of LGBT adults in the United States 
are religious: 17.1% are highly religious and 23.5% are moderately religious (Conron et 
al., 2020), making this sample slightly more religious than the LGBT population as a 
whole. Protestants were underrepresented in the sample relative to the LGBT population, 
whereas Catholics, Atheists, and Agnostic were overrepresented (Conron et al., 2020). 
4.2.2 Measures 
4.2.2.1 Sexual Experiences Survey–Short Form Victimization 
The Sexual Experiences Survey–Short Form Victimization (SES–SFV; Koss et 
al., 2007; see Appendix 1) was used to measure unwanted sexual experiences. More 
specifically, the SES–SFV comprises seven behaviorally-specific descriptions that meet 
legal definitions of various sex crimes (or five for male respondents; two vaginal 
penetration items are omitted); the instrument also has one item on aggressor gender, and 
one question that asks explicitly about rape. Within each type of sex crime, the 
instrument distinguishes among five tactics that could be used by another person to 
coerce the respondent to engage in the sexual act—verbal pressures, verbal criticism, 
incapacitation, physical threats, and physical force—creating 35 items by crossing each 
sexual act with each coercive tactic. Respondents indicate the number of times (0, 1, 2, 
and 3+) each coercive tactic was used for each item in the past 12 months and since their 
14th birthday until 1 year ago; these timeframes were collapsed to consider sexual 
violence during the participants’ entire life since they turned 14 years of age. In other 
words, the SES–SFV captured the number of times respondent’s had experienced each 
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type of sex crime according to the mode of coercive behavior the perpetrator(s) had used 
to commit the crime. 
The six sexual victimization experiences measured by the SES–SFV are non-
victim, unwanted sexual contact (e.g., “Someone fondled, kissed, or rubbed up against 
the private areas of my body [lips, breast/chest, crotch or butt] or removed some of my 
clothes without my consent [but did not attempt sexual penetration]”); attempted coercion 
(e.g., “Even though it didn’t happen, someone TRIED to have oral sex with me, or make 
me have oral sex with them without my consent by telling lies, threatening to end the 
relationship, threatening to spread rumors about me, making promises I knew were 
untrue, or continually verbally pressuring me after I said I didn’t want to”); coercion 
(e.g., “Someone had oral sex with me or made me have oral sex with them without my 
consent by telling lies, threatening to end the relationship, threatening to spread rumors 
about me, making promises I knew were untrue, or continually verbally pressuring me 
after I said I didn’t want to”); attempted rape (e.g., “Even though it didn’t happen, 
someone TRIED to have oral sex with me, or make me have oral sex with them without 
my consent by taking advantage of me when I was too drunk or out of it to stop what was 
happening”); and rape (e.g., “A man put his penis into my butt, or someone inserted 
fingers or objects without my consent by using force, for example holding me down with 
their body weight, pinning my arms, or having a weapon”), resulting in classifications 
along a continuum of the least to the most severe. There are three standard scoring 
procedures for the SES-SFV (Koss et al., 2007; 2008): scoring based on individual items, 
which establishes the frequency of each type of sexual assault outcome for each sexual 
assault tactic by calculating a percentage of individuals who reported each outcome for 
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each tactic at the individual item level; redundant scoring in which percentages are 
computed for nonvictimization, sexual contact through any tactic, attempted rape through 
coercion, completed rape through coercion, attempted rape through incapacitation or 
force, and completed rape through incapacitation or force; and mutually exclusive (i.e., 
nonredundant) scoring, which places respondents in the category of his or her most 
severe type of outcome. 
 In a previous study with 224 college women, the SES–SFV’s internal consistency 
(Cronbach’s alpha) was .93 (Davidson & Gervais, 2015). The original SES has 
demonstrated good validity estimates with 1-week test–retest reliability (r = .93) and 
correlations with interview responses (r = .73; Koss & Gidycz, 1985). Test–retest 
reliability scores among male college students for the SES–SFV were statistically 
correlated after 2 weeks (.41 < r < .53; Anderson et al., 2018), and a 2-week test–retest 
reliability of the SES-SFV among 273 female undergraduate students demonstrated that 
73% of women replicated their original responses for unwanted experiences reported in 
the past year (Johnson et al., 2017). In the Johnson et al. study, additional analyses 
indicated that the greatest stability in category endorsed was none; 17% of women 
endorsed items that were less severe and 11% endorsed items that were more severe at 
the third assessment. 
4.2.2.1.1  SCORING 
Researchers (Arata & Lindman, 2002; Brown et al., 2015; Davis et al., 2014) have 
utilized several different scoring methods for the SES, including nonredundant 
categorization by assault severity (Koss et al., 2007; 2008), nonredundant categorization 
of rape by severity tactic (Brown et al., 2015), and the frequency of experiences weighted 
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in order of severity (Arata & Lindman, 2002; Davidson & Gervais, 2015). More 
specifically, the SES–SFV contains a wealth of information regarding sexual assault 
experiences such as sexual assault tactics, outcomes, and frequency; yet, the conventional 
scoring methods do not reflect the comprehensiveness of the measure itself. Thus, a 
continuous variable of sexual violence was created as an indicator of rank severity, in 
which participants were given a severity score that summed the severity ranks of all the 
different sexual assault outcomes they reported (i.e., sum of ranks) based on a severity-
ranking scheme that separated outcomes and tactics of the SES-SFV (see Davis et al., 
2014). More specifically, (a) unwanted sexual contact by verbal coercion was multiplied 
by 1, (b) unwanted sexual contact by incapacitation was multiplied by 2, (c) unwanted 
sexual contact by force was multiplied by 3, (d) attempted rape by coercion was 
multiplied by 4, (e) attempted rape by incapacitation was multiplied by 5, (f) attempted 
rape by force was multiplied by 6, (g) completed rape by coercion was multiplied by 7, 
(h) completed rape by incapacitation was multiplied by 8, and (i) completed rape by force 
was multiplied by 9. The nine categories were then summed to form a total continuous 
score, with zero representing no sexual violence and higher numbers representing more 
sexual assault outcomes experienced and greater severity of sexual violence. 
4.2.2.2 PTSD Checklist for DSM-5 
The 20-item PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013; see 
Appendix 2) was used to measure PTSD symptom severity among respondents. The 
PCL-5 asks respondents to rate the extent to which they have experienced symptoms in 
the past month, with 5-point Likert-type response options anchored by not at all (scored 
as 0) and extremely (4). Example items include, “In the past month, how much were you 
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bothered by blaming yourself or someone else for the stressful experience or what 
happened after it?” and “In the past month, how much were you bothered by repeated, 
disturbing, and unwanted memories of the stressful experience?” Response options are 
summed so that higher scores correspond with more symptom severity for diagnostic 
criteria (re-experiencing, avoidance, negative alterations in cognition and mood, 
hyperarousal) and for the whole disorder (Weathers et al., 2013). A previous study of 278 
college students reported an internal consistency (Cronbach’s alpha) for the PCL-5 of .94 
(Blevins et al., 2015). In the same study, the PCL-5 demonstrated good test–retest 
reliability over a 1-week period with 53 college students (r = .82; Blevins et al., 2015). 
4.2.2.3 Global Measure of Relationship Satisfaction 
 Relationship satisfaction was measured using the General Measure of 
Relationship Satisfaction (GMREL; Lawrance & Byers, 1992; see Appendix 3). 
Respondents were asked to rate their overall relationship with their partner on five 7-
point semantic differentials: bad–good, unpleasant–pleasant, negative–positive, 
unsatisfying–satisfying, worthless–valuable. Scores are summed and higher scores are 
indicative of greater relationship satisfaction. The internal consistency (Cronbach’s 
alpha) for the GMREL in a sexually diverse sample of 955 adults was   = .97 (Mark et 
al., 2018). Test–retest reliability of the GMREL over periods of 3 months (r = .70; 
Lawrance & Byers, 1995) and 18 months (r = .61; Byers & MacNeil, 2006) was found to 
be acceptable. 
4.2.2.4 Decision-Making 
 Decision-making was measured by asking respondents to think about the main 
person making decisions in their current relationship in five key areas: healthcare, 
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making large household purchases, making purchases for daily household needs, visiting 
family, and deciding household activities (see Appendix 7). Example questions include, 
“Who is most likely to make decisions about obtaining healthcare?” and “Who is most 
likely to make decisions about deciding household activities?” Response options were 
mainly myself (1), mainly my partner (2), myself and my partner (3), and does not apply 
(4). Response options were recoded and grouped into a new variable does not apply (0), 
individual decision-making (1), and shared decision-making (2). Original response 
options mainly myself and mainly my partner were collapsed into the grouping category 
individual decision-making, and the response option of myself and my partner was 
collapsed into shared decision-making. Responses to the five questions were summed to 
create a total continuous score of decision-making, with zero representing an absence of 
decision-making in the relationship and higher numbers representing more shared 
decision-making power. 
4.2.3 Design and Procedures 
Procedures for participation were implemented in accordance with the research 
protocol approved by the University of Kentucky Office of Research Integrity’s 
Institutional Review Board. Prior to starting the survey, informed consent was obtained 
from participants. Participants were asked demographic information such as age, 
ethnicity, race, and gender, in addition to the measures described above. 
4.2.3.1 Analytic Approach 
Preliminary statistical analyses were conducted using SPSS (Version 27). Missing 
data for all study variables ranged from 0.6% for various items on the SES–SFV and 
PCL-5 (e.g., How much were you bothered by repeated disturbing dreams of the stressful 
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experience over the past month?) to 2.8% on one item of the PCL-5 (i.e., How much were 
you bothered by being “super alert” or watchful or on guard over the past month?).2 
Little’s MCAR test (1988) indicated that data were missing completely at random, 2 
(1647, N = 178) = 1731.65, p = .072. Therefore, listwise deletion was utilized to handle 
missing data. Data were inspected for outliers using Mahalanobis distance, Cook’s, and 
Leverage values, as suggested by Tabachnick and Fidell (2012). Five outliers were 
removed. Correlations for multicollinearity and additivity, and plots for normality, 
linearity, and homogeneity were generated. All variables were found to be normally 
distributed upon visual inspection, and the strength of associations among study variables 
ranged from small to medium, so the likelihood of multicollinearity biasing the results 
was determined to be low. The Breusch–Pagan test for heteroscedasticity (Breusch & 
Pagan, 1979) using the Breusch–Pagan and Koenker Test Macro (Garcia-Granero, 2002) 
indicated homoskedasticity in the data, χ2 (2, N = 143) = 1.07, p = .587, meaning that the 
errors associated with the beta weights of the model remained consistent as the value of 
the predictors (i.e., SV, decision-making power) changed. 
Descriptive statistics and intercorrelations were calculated for all study variables 
using Pearson r correlations, and bias-corrected and accelerated (BCa) bootstrapping 
quantified the precision of the effect size estimate (r). A path analysis using AMOS 
(Version 27) was constructed to test the direct effects of SV on decision-making power, 
 
2 An analysis of the frequency of missing values also indicated that 20 items on the SES–SFV had a 
considerably high percentage of missing values, ranging from 34.3–34.8%, and included 61–62 participants 
with missing data, respectively; however, further examination determined that these items were associated 
with vaginal penetration, thus those participants who identified as male were not presented these questions. 
Additional examination of the range of missingness indicated that among cases in which 34.8% were 
missing, only 1 participant who should have responded (i.e., female participant) did not, which would 
ultimately indicate that missing data for these items would be 0.6% and aligned with the results of Little’s 
(2003) MCAR test. 
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PTSD symptom severity, and relationship satisfaction, and the indirect effects of SV on 
PTSD symptom severity and relationship satisfaction through decision-making power. 
Path analysis in structural equation modeling allows for a simultaneous test of direct and 
indirect (i.e., mediating) effects and allows for the assessment of the magnitude and 
statistical significance of the relations among exogenous (i.e., predictor) and endogenous 
(i.e., mediator, outcome, or both) variables included in the model. In the tested model, 
sexual violence served as the exogenous variable, and decision-making power, PTSD, 
and relationship satisfaction served as endogenous variables. Paths from sexual violence 
to the endogenous variables, and paths from decision-making power to PTSD and 
relationship satisfaction were included and freely estimated in the model (see Figure 4.1 
for model). 
Model fit was evaluated using recommendations from Kline (2015), and included 
the 2 test of model fit, Steiger’s root mean square error of approximation (RMSEA; 
Steiger & Lind, 1980; Steiger, 1990), the standardized root mean square residual (SRMR; 
Maydeu-Oliveres, 2017), and the comparative fit index (CFI; Bentler, 1990; Hu & 
Bentler, 1999). Statistically non-significant 2 values indicate acceptable model fit; 
however, statistical significance is confounded by sample size, such that large sample 
sizes with high power almost always result in p values below the alpha criterion (Crowley 
& Fan, 1997). The RMSEA is an absolute fit index that indicates the “degree of 
misspecification” in the model (Hoyle, 2012, p. 352), wherein a value of zero denotes a 
perfect model, values between .05 and .08 suggest reasonable error of specification, and 
RMSEA values greater than or equal to .10 suggest poor model fit (Browne & Cudeck, 
1993). The RMSEA is an unstandardized effect size of model misfit (Maydeau-Olivares, 
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2017), and is presented as a 90% confidence interval. A non-zero upper confidence limit 
of the RMSEA indicates that the model “cannot be regarded as correct” when the lower 
confidence limit is zero (Browne & Cudeck, 1993, p. 240), indicating that models with 
RMSEA values that follow this trend may not necessarily fit population values. The 
SRMR, which differs from the RMSEA such that it can be interpreted as the mean 
standardized residual covariance, demonstrates higher power to reject poor model fit than 
the RMSEA, especially in small samples (i.e., N  200; Maydeu-Olivares et al., 2018; Shi 
et al., 2020). SRMR values of zero indicate perfect model fit, and values less than .08 
indicate good fit (Hu & Bentler, 1999). The CFI is a relative fit index that indicates the 
improvement of the CFA model over the null model and is measured on a 0–1 scale. 
Specifically, higher CFI values indicate close approximate fit, and the cutoff value for an 
acceptable model is .95 (Hu & Bentler, 1999). In the present study, model fit indices 
suggested good fit for the model (2 = 0.23, p = .635; RMSEA = 0.00, 90% BCa CI 
[0.00, 0.17], p = .690; CFI = 1.00; SRMR =.01), so there was no need to inspect 
modification indices. 
4.3 Results 
 Descriptive statistics concerning sexual assault severity scores are displayed in 
Table 4.2. Scoring using the highest rank severity, which puts participants in the category 
of their most severe SV experience, indicated that 75.5% of participants had been raped 
by force at some point since their 14th birthday. Concerning redundant scoring 
categorizations, almost all participants (92.3%) had experienced unwanted sexual contact 
through coercion at least once since their 14th birthday; many others reported unwanted 
sexual contact through incapacitation (82.5%) or force (81.8%), whereas 81.1% 
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participants reported at least one instance of rape by coercion. Overall, this was a highly 
victimized sample with 6,832 single occurrences of SV reported among participants. In 
terms of greatest frequency based on the separated outcomes and tactics coding scheme, 
attempted rape by coercion accounted for 16.7% of total SV occurrences, whereas rape 
by coercion and rape by force accounted for 16.5% and 15.1% of total SV occurrences, 
respectively. 
 Correlations between variables were tested using Pearson’s correlation 
coefficients (see Table 4.3). Results indicated that sexual violence and PTSD were 
moderately correlated (r = .43), but sexual violence was not statistically associated with 
relationship satisfaction (r = .07), or decision-making power (r = .04). Sexual violence 
explained 18.5% of the variance in PTSD. Decision-making power was positively 
correlated with increases in relationship satisfaction (r = .23), with decision-making 
power explaining 5.3% of the variance in relationship satisfaction; however, decision-
making power was not meaningfully correlated with PTSD (r = -.10). Also, relationship 
satisfaction was not statistically correlated with PTSD (r = -.03). 
 A path analysis model was created in AMOS to test both the direct and indirect 
relationships between sexual violence, decision-making power, and PTSD and 
relationship satisfaction, respectively (see Table 4.4). Direct effects of sexual violence on 
PTSD remained statistically significant in the model (B = 0.66, SEB = .11,  = .43), 
indicating that PTSD symptom severity is associated with more severe forms of sexual 
violence. More specifically, a one standard deviation increase in sexual violence was 
associated with a 0.43 standard deviation increase on PTSD. Direct effects of decision-
making power on relationship satisfaction were also statistically significant in the model 
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(B = 0.54, SEB = .21,  = .23), suggesting that shared decision making was associated 
with high scores on relationship satisfaction. Said differently, if decision-making power 
increased by one standard deviation, relationship satisfaction would be expected to 
increase by 0.23 standard deviations. Direct effects of sexual violence on decision-
making power (B = 0.01, SEB = .01,  = .04), sexual violence on relationship satisfaction 
(B = 0.02, SEB = .04,  = .06), and decision-making power on PTSD (B = -1.19, SEB = 
.76,  = -.11) were not statistically significant in the model. Indirect effects of sexual 
violence on PTSD symptom severity through decision-making power were not 
statistically significant in the model (B = -0.01, SEB = .02,  = .00), nor was the indirect 
effect of sexual violence on relationship satisfaction through decision-making power 
statistically significant (B = 0.00, SEB = .01,  = .01). Overall, sexual violence and 
decision-making power explained 19.5% of the variance in PTSD and 5.8% of the 
variance in relationship satisfaction. whereas sexual violence accounted for 0.1% of the 
variance in decision-making power. 
4.4 Discussion 
 The present study was designed to examine the associations among sexual 
violence, relational decision-making power, PTSD symptom severity, and relationship 
satisfaction among a sample of currently partnered sexual minority individuals who 
reported sexual violence since their 14th birthday. Addressing multiple gaps in the extant 
literature within this population, decision-making power within relationships was 
assessed as a possible mediator of the relationship between sexual violence and PTSD, as 
well as between sexual violence and relationship satisfaction. A novel severity ranking 
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scheme that measured specific experiences of unwanted sexual contact in terms of the 
coercive tactic used during the assault was implemented to examine the possible 
variations in mental health and relational outcomes within the sample. Moreover, a 
measure concerning shared and individual decision-making across different aspects of 
relationships (e.g., daily household needs, healthcare decision-making, purchasing, etc.) 
provided an assessment of various relational processes that contribute to overall 
relationship functioning. 
The first notable finding to emerge was the statistical association between sexual 
violence and PTSD, and the lack of a statistical relationship between sexual violence and 
relationship satisfaction, either directly or indirectly. Similarly, results indicated that the 
indirect effect of sexual violence on PTSD through decision-making power was not 
supported by the model. Finally, another notable finding to emerge was the association 
between decision-making power and relationship satisfaction contrasted with statistically 
nonsignificant findings for PTSD symptomology. Although the results of the present 
study are not the first to indicate positive statistical relationships between experiences of 
trauma and symptoms of posttraumatic stress, these results appear to indicate that the 
variance explained in PTSD symptom severity by relational decision-making power is 
negligible. To my knowledge, this is the first study to examine shared decision-making 
within relationships as it relates to PTSD symptom severity. These results are also the 
first to suggest that decision-making power (or lack thereof) is a meaningful contributor 
of relationship satisfaction for those with sexual violence histories and among 
participants with diverse sexual orientations. 
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4.4.1 Sexual Violence and PTSD 
 Consistent with previous research (Davis et al., 2014), and as expected, 
experiences of SV were positively associated with PTSD symptom severity. More 
specifically, in these data, a one standard deviation increase in SV resulted in 9.18 
additional points on the PCL-5. Although the SES–SFV lacks the ability to differentiate 
between endorsed outcomes and tactics that have occurred over multiple events or during 
a single event, these findings suggest that repeated experiences of assault, at higher levels 
of SV severity, have a meaningful impact on the severity of PTSD individuals 
experience. Indeed, the interpersonal nature of SV has been described as a “traumata of 
human agency” (Collimore et al., 2009, p. 240), and although about 8–20% of 
traumatized individuals develop PTSD (Breslau et al., 1998, 2004; Kessler et al., 2005), 
assaultive traumatic events have been shown to result in substantially higher risk for 
developing PTSD, with some estimates putting the conditional risk of developing PTSD 
at upwards of 15% (Breslau, 2002; Breslau et al., 2004; Kessler, 1995). Furthermore, 
individuals who report experiencing more than one traumatic event are more likely to 
develop PTSD than nonassaulted controls (Breslau et al., 2000; Kessler et al., 1995) and 
this pattern is evidenced among SV survivors as well (see Cividanes et al., 2019, for 
review; Goodman-Williams & Ullman, 2020; Ullman & Peter-Hagene, 2016). The results 
of the present study add further support to these previous findings; however, the factor 
loadings were smaller in the present study than those found in another study that also 
recruited participants based on previous or current dating relationships as part of 
inclusion criteria (.63 <  < .64; Pegram & Abbey, 2019). 
4.4.1.1 Indirect Effects of Shared Decision-making 
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 Contrary to what was hypothesized, shared decision-making was not a statistically 
significant mediator of the relationship between SV and PTSD symptom severity, 
although the path coefficient was in the expected direction such that shared decision-
making was negatively associated with PTSD symptom severity. Despite the lack of a 
statistical association, these results suggest that decision-making not associated with the 
trauma is unlikely to be meaningfully relevant when it comes to mental health and 
psychological distress. Moreover, although relational decision-making was not 
implemented as a proxy for egalitarian beliefs or as an assessment of gendered 
stereotypes within romantic relationships, future researchers might consider how these 
systemic issues play a role in mental health symptomology following experiences of SV. 
For instance, much of the research concerning rape myth acceptance—stereotyped beliefs 
about SV that exonerate the perpetrator, blame the victim, and trivialize the incident 
(Burt, 1980; Lonsway & Fitzgerald, 1994)—has not been primarily conducted among 
individuals with SV histories themselves (Lonsway & Fitzgerald, 1994; Turchik & 
Edwards, 2011) despite feminist and social ecological theoretical framings that suggest 
the cultural norms and inequalities within our society not only condone SV, but also 
adversely affect recovery from the same (Campbell et al., 2009; Rozee & Koss, 2001; cf. 
Voller et al., 2015, & Wilson et al., 2017). Moreover, attending to issues of homophobia, 
transphobia, and discrimination might also uncover important correlates that promote (or 
hinder) SV recovery among the population centered within the present study. For 
instance, how might internalized homonegativity interact with rape myth acceptance to 
disenfranchise those with sexual trauma histories and negatively affect recovery efforts? 
In what ways do partner attitudes and beliefs contribute to PTSD symptomology? How 
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do partners in same-sex relationships come together after experiences of trauma to 
promote healing? These are important questions that need to be addressed in addition to 
the work that is already in motion (e.g., Aolsved et al., 2006; Gemberling et al., 2015; 
Gold et al., 2009). 
4.4.2 Sexual Violence and Relationship Satisfaction 
The lack of statistical association between SV and relationship satisfaction could 
be due to the high rates of SV within the sample as a whole, and these unanticipated 
findings might be explained by previous research on trauma, discrimination, and 
romantic functioning. Whereas some partnered sexual minority individuals may come 
together in the face of discrimination such that relationship satisfaction is bolstered, those 
with extensive trauma exposure do not experience changes in relationship satisfaction 
following discrimination (Sullivan et al., 2017). It could be that those with cumulative 
trauma histories are either less likely to engage in adaptive coping, or have become 
desensitized to life’s stressors. Moreover, greater life stress has been found to be 
associated with low adaptation among married couples (Neff & Karney, 2009), and 
research indicates that race moderates the bidirectional relationship between sexual stress 
and marital quality such that stress more adversely affects marital quality for African 
American men than for European American men (Blumenstock & Papp, 2017). Further, 
transitional periods for same-sex couples are embedded within the context of 
heterosexual sociocultural norms and involve adaptivity within multiple social and 
relational locations, which can be further complicated by contextual factors such as race, 
ethnicity, and class statuses (Cao et al., 2016). In the context of the present study, stress 
due to institutionalized homophobia might create an environment in which cumulative 
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SV histories (i.e., high scores on SES–SFV) override any of the protective factors that 
could cultivate relationship satisfaction, resulting in a lack of statistical significance 
between these two constructs. Future work should seek to clarify the nature of the 
association between SV and relationship satisfaction. Clarifying this association may be 
particularly important when attempting to identify the consequences of SV on 
relationship satisfaction, especially given the relevance of intimate partners as a support 
network for those experiencing psychological distress. Better understanding on this point 
could help SV survivors access the treatment they might need. 
4.4.2.1 Shared Decision-Making and Relationship Satisfaction 
 The results of the present study converge with previous findings (Eldridge & 
Gilbert, 1990; Mock & Cornelius, 2017; Peplau & Fingerhut, 2007; Peplau & Spalding, 
2000) indicating that relationship satisfaction is greater for individuals who have greater 
levels of shared decision-making within their relationship. Importantly, this study is one 
of the first to indicate that shared decision-making power is beneficial to relationship 
satisfaction among partnered sexual minority individuals who have experienced SV. 
More specifically, a one standard deviation increase in shared decision-making resulted 
in approximately one additional point on relationship satisfaction. Although the direct 
effect between decision-making power and relationship satisfaction is small, these 
findings suggest that cultivating shared decision-making within a relationship could 
contribute to greater relationship satisfaction, although longitudinal data is needed to 
confirm the temporal order of this association. Nonetheless, interventions that focus on 
building equity when it comes to decision making could have meaningful impacts for 
relationship satisfaction when at least one individual has experienced a form of SV. 
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 Although egalitarian couples are typically more satisfied with their relationships 
than are couples with power discrepancies (Gray-Little et al., 1983), among gay men in 
same-sex relationships, those in with more power reported lower relationship satisfaction 
than those with less relative power within the relationship (Perry et al., 2016), giving 
credibility to the adage that with great power comes great responsibility. In addition to 
higher income and older age being positively associated with greater decision-making 
power for gay men, HIV-positive men had higher levels of decision-making power within 
the relationship, although HIV-negative men in concordant relationships (i.e., partnered 
with other HIV-negative men) reported greater satisfaction than HIV-positive men in 
concordant relationships (i.e., partnered with other HIV-positive men; Perry et al., 2016). 
There was no difference in relationship satisfaction between partners in HIV-
serodiscordant relationships (Perry et al., 2016). In this context, it seems that not only 
managing a serious chronic condition is associated with lower relationship satisfaction 
overall, but in cases in which the chronic condition is specific to one individual, the 
burden of managing that condition can create more responsibility, which is then in turn 
related to lower satisfaction. 
Following SV, it is not uncommon for survivors to exert control over recovery; in 
fact, present and future control is associated with better adjustment (Frazier et al., 2004) 
and greater perceived control over recovery is associated with posttraumatic growth 
(Kirkner & Ullman, 2020). It would not be surprising if this desire for control spills over 
into intimate relationships. In the context of the present study, shared decision-making 
power was positively associated with relationship satisfaction; however, dyadic data 
could be beneficial for understanding the relative difference in relationship satisfaction 
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between both members of the relationship. In addition to only reporting on one partner’s 
perspective of decision-making power in the relationship, albeit this partner had a history 
of SV, relative power within the relationship was not examined. Further, it might also be 
possible that in response to traumatic experiences, couples need to adjust their dyadic 
coping strategies to account for the needs of the one who experienced the trauma, thus 
creating space in which the survivor has more control over decisions made in the 
relationship. As such, these questions are beyond the focus of the present study and will 
require longitudinal designs that incorporate dyadic data. 
4.4.3 Limitations and Future Directions 
 The cross-sectional design of the study precludes causal inferences regarding the 
impact of SV on decision-making power, PTSD symptoms, or relationship satisfaction. 
Although these data do not allow a determination concerning whether PTSD symptoms 
emerged following SV, the heightened risk of developing PTSD following experiences of 
trauma is well-documented (Brewin et al., 2000; Ozer et al., 2003), as is the heightened 
risk for developing PTSD after SV relative to other forms of interpersonal violence 
(Gilboa-Schectman & Foa, 2001). Symptoms of avoidance and emotional numbing exert 
the strongest cross-lagged effects on developing a full PTSD diagnosis 3-months post-
trauma among treatment-seeking survivors of sexual assault (Hyland et al., 2016). 
Moreover, a longitudinal study indicated that interpersonal trauma heightens the risk for 
developing posttraumatic stress symptoms as compared to nonassualtive trauma, which 
then increases the risk for exposure to nonassaultive traumatic events in urban contexts 
(Lowe et al., 2014). Bolstered by empirical data suggesting that racially diverse women 
who develop PTSD from assaultive events experienced PTSD for longer durations than 
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those who experienced nonassaultive events (Gill et al., 2008), these findings suggest a 
cycle of adversity wherein exposure to interpersonal trauma, such as sexual violence, can 
prospectively determine adverse and long-lasting mental health symptoms. Moreover, 
these symptoms can lead to revictimization, especially among minority individuals. 
Although there is a growing body of empirical literature concerning trajectories of dating 
and intimate partner violence among sexual minority individuals (Alexander et al., 2016; 
Martin-Shorey & Fromme, 2016; Szalacha et al., 2017), more research is needed to 
understand the associated impacts of SV on PTSD within this population. 
 The causal inferences regarding the effects of SV on relationship satisfaction and 
decision-making are less clear, and selection effects could have also biased these data. 
Nonetheless, longitudinal findings suggest that more severe experiences of CSA 
correlated with greater marital dissatisfaction approximately 17 years after CSA occurred 
(Liang et al., 2006). Dynamic communication also benefits marriages, such that positive 
communication tactics as well as decreases in both men’s and women’s negative 
communication is linked to higher relationship satisfaction (Leuchtmann et al., 2019). 
Additionally, dealing with stress as a unit and perceiving a partner as helpful in dealing 
with stress benefits relationship satisfaction for both members of the dyad (Rusu et al., 
2020). Thus, it seems that shared and productive relationship processes contribute to 
relationship satisfaction overtime; however, the results of the present study did not 
indicate an indirect statistical association between sexual violence and relationship 
satisfaction through shared decision-making. Longitudinal research is needed to 
understand the temporal relations between sexual violence and relationship satisfaction, 
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and how some of these relational processes (i.e., communication, dyadic coping, etc.) 
contribute to relationship satisfaction for individuals who have experienced trauma. 
 More generally, the present study was underpowered (power = .22, df = 1,  = 
.05, N = 137, a = 0.10) relative to Cohen’s (1988) 4:1 tolerance ratio for Type II to Type 
I errors, which has been generally accepted as the appropriate ratio (Lakens, 2013, for 
review). Although low statistical power is not uncommon for path analyses in the field of 
education (.05 < power < .92; Fadlelmula, 2011), and a priori power analyses are often 
underreported (Fadlelmula, 2011; Gaskin & Happell, 2013, 2014), reviews have found 
that the statistical power needed to detect small, medium, and large effects was, 
respectively, .26, .71, and .95 in nursing research (Polit & Sherman, 1990), and .27, .74, 
and .92 in applied psychology (Mone et al., 1996). Thus, the statistical power in the 
present study was not out of step with the larger body of published research and, 
importantly, statistical relationships were found among the study variables, with 
statistically significant standardized path coefficients ranging from small to medium. 
Moreover, with sufficient power to detect small effects (based on previous reviews of the 
literature), it would be reasonable to expect that the small effects that were identified 
would have reached statistical significance if those effects existed in the population. 
Nonetheless, sufficiently powered studies that either (a) base estimates of effect size from 
previous studies, or (b) achieve standardized, albeit arbitrary (Correll et al., 2020, for 
review), effect size metrics (i.e., small, medium, large) are needed, especially given that 
the indirect effects found in the present study were not statistically significant, despite the 
fact that fewer participants are needed to have sufficient statistical power for tests of 
indirect effects than in the test of total effects (Kenny, 2019). 
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 Although a statistical relationship that emerged between decision-making power 
and relationship satisfaction, the measure concerning decision-making did not assess 
other types of power beyond relational decision-making (e.g., sexual power, financial 
power, etc.) and was not specific to gay, lesbian, bisexual, pansexual, or asexual 
relationships. Another scale, the General Decision-Making Style Inventory (Scott & 
Bruce, 1995), assesses different decision-making styles (i.e., rational, intuitive, 
dependent, avoidant, spontaneous) that might better reflect dispositional styles of 
decision-making and therefore could be helpful both in the context of relationship 
satisfaction and PTSD. Regardless, this study is one of the first to look at partner 
decision-making in the context of PTSD symptomology, and the findings suggest that 
relational decision-making power may not be relevant to PTSD symptomology among 
SV survivors in the same way that shared decision-making is important in other contexts 
(e.g., treatment for PTSD; Ullman et al., 2007). 
4.5 Conclusions 
 The present study was designed to consider the associations between relational 
decision-making, relationship satisfaction, and PTSD among partnered SGM individuals 
who have experienced SV using path analysis in structural equation modeling. Although 
direct effects of SV on PTSD and shared decision making on relationship emerged, 
indirect effects of SV on PTSD through decision making power, and SV on relationship 
satisfaction through decision-making power were not supported by the model in these 
data. In sum, the findings indicate the SV is associated with elevated psychological 
distress, and that shared decision-making is related to greater overall relationship 
satisfaction among SGM individuals who have experienced SV. Although most of the 
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extant literature has focused on shared decision-making in the context of PTSD treatment 
with mental health providers (Etingen et al., 2019; Mott et al., 2014), the present study 
was the first to consider how relational decision-making power mediates the relationship 
between with SV and PTSD. Even with statistically nonsignificant indirect effects, these 
findings suggest that the perception of shared decision-making is an important 
contributor to relationship satisfaction for SGM SV survivors, and interventions that 
focus on promoting more shared decision-making are likely to be clinically and 





Demographic Characteristics of Participants (N = 143) 
Characteristic n % 
Gender 
Female 80 55.9 
Male 41 28.7 
Trans FTM 10 7.0 
Trans MTF 9 6.3 
Non-binary/third gender 2 1.4 
Trans, non-binary/third gender 1 0.7 
Race or ethnicity 
White, non-Hispanic 103 72.0 
Mixed 12 8.4 
Black, non Hispanic 9 6.3 
Asian 8 5.6 
Hispanic 5 3.5 
American Indian or Alaska Native 3 2.1 
Another, unspecified 3 2.1 
Education 
High school diploma 9 6.3 
Some college 32 22.4 
Associate’s degree 7 4.9 
Bachelor’s degree 69 48.3 
Master’s degree 23 16.1 
Doctorate 3 2.1 
Religion 
Catholic 69 48.3 
Agnostic 19 13.3 
Atheist 15 10.5 
Protestant, Mainline 8 5.6 
Protestant, Evangelical 7 4.9 
Islamic 6 4.2 
Other, spirituality 6 4.2 
No religious preference 5 3.5 
Christianity, unspecified 4 2.8 
Jewish 4 2.8 
Religiosity 
Very religious 37 25.9 
Somewhat religious 46 32.2 
Slightly religious 21 14.7 
Not religious 39 27.3 
Respondent relationship status 
Married 86 60.1 
In a relationship, not married 57 39.9 
Sexual orientation 
Bisexual 102 71.3 
Gay or lesbian/homosexual 16 11.2 
Asexual 15 10.5 
Pansexual 10 7.0 
Childhood sexual abuse 
Yes 74 51.7 
No 52 36.4 
Unsure 17 11.9 
 M SD 
Age (years) 34.7 10.7 






Sexual Assault Severity Scores for Respondents since the Age of 14 (N = 143) 







Sexual contact by coercion 2 (1.4) 132 (92.3) 616 (9.0) 
Sexual contact by incapacitation 1 (0.7) 118 (82.5) 281 (4.1) 
Sexual contact by force 2 (1.4) 117 (81.8) 483 (7.1) 
Attempted rape by coercion  2 (1.4) 113 (79.0) 1,141 (16.7) 
Attempted rape by incapacitation 4 (2.8) 111 (77.6) 576 (8.4) 
Attempted rape by force 7 (4.9) 105 (73.4) 1,000 (14.6) 
Rape by coercion 3 (2.1) 116 (81.1) 1,130 (16.5) 
Rape by incapacitation 14 (9.8) 111 (77.6) 575 (8.5) 
Rape by force 108 (75.5) 108 (75.5) 1,030 (15.1) 
Note. Percentages are presented in parentheses. 
a Reflects scoring based on the highest severity rank, in which participants were 
placed in the category of their most severe experience, ignoring all less severe 
outcomes. b Reflects redundant scores for each outcome and tactic in that if a 
participant experienced both unwanted sexual contact by coercion and by force, 
they would be counted in both categories. c Reflects the total number of times 





Means, Standard Deviations, and Intercorrelations for Study Variables (N = 143) 
Variable M SD Range 1 2 3 
1. Sexual violence 35.16 14.12 1−45 −   
2. Relationship satisfaction 29.65 4.71 9−35 .07 [-0.14, 0.25] −  
3. Decision-making power 7.15 2.00 0−10 .04 [-0.14, 0.20] .23 [ 0.08, 0.38]** − 
4. PTSD 38.58 21.36 0−79 .43 [ 0.26, 0.59]*** -.03 [-0.20, 0.13] -.10 [-0.26, 0.06] 
Note. Numbers in brackets are 95% bias corrected and accelerated (BCa) intervals of the correlation coefficients. 




Unstandardized (B) and Standardized () Total, Direct, and Indirect Effects of Predictors Decision-making Power, PTSD, and Relationship Satisfaction (N = 
143) 
 Total Effects  Direct Effects  Indirect Effects 
Parameter Estimate B  95% BCa CI p  B  t p  B  95% BCa CI p 
Predictors on decision-making power               
Sexual violence 0.01 0.04 [-0.16, 0.21] .722  0.01 0.04 0.45 .651      
Predictors on PTSD               
Sexual violence 0.65 0.43 [ 0.26, 0.56] .003  0.66 0.43 5.76 < .001  -0.01 0.00 [-0.04, 0.02] .592 
Decision-making power -1.19 0.11 [-0.24, 0.01] .084  -1.19 -0.11 -1.48 .139      
Predictors on relationship satisfaction               
Sexual violence 0.02 0.07 [-0.17, 0.27] .498  0.02 0.06 0.75 .451  0.00 0.01 [-0.03, 0.60] .473 
Decision-making power 0.54 0.43 [ 0.07, 0.38] .005  0.54 0.23 2.82 .005      





Figure 4.1  AMOS model of direct effects of predictor on PTSD and relationship satisfaction and indirect effects of predictor on PTSD 
and relationship satisfaction through decision-making power, respectively 
Note. Values reflect standardized path coefficients. The coefficients in parentheses reflect the indirect relationships between sexual 
violence and PTSD and relationship satisfaction through decision-making power, respectively. *p < .05, ** p < .01, ***p < .001.
 
 
CHAPTER 5. CONCLUSION 
 This dissertation was designed to examine the mental health and relational 
sequalae among survivors of sexual violence. In the first study, PTSD symptom severity 
emerged as a mediator of the association between sexual violence severity and 
relationship satisfaction. Behavioral emotion-focused coping strategies explained unique 
variance in relationship satisfaction when controlling for PTSD symptom severity, and 
withdrawal and seeking social support, specifically, emerged as individual predictors of 
relationship satisfaction in addition to the variance explained by PTSD symptom severity. 
Additionally, a paired-samples t test revealed that relationship satisfaction did not differ 
based on whether respondents participated in mental health services due to previous 
assault experiences. 
For the second study, I investigated how romantic relationships intersected with 
gender and sexual identity statuses following sexual violence to promote psychological 
well-being. Findings indicated that there were no statistical differences in PTSD 
symptomology based on gender identity, sexual orientation, and relationship 
involvement. Moreover, PTSD symptom severity did not differ based on sexual 
orientation and relationship status. Additionally, neither the strength nor the direction of 
the association between sexual violence and PTSD symptom severity differed based on 
whether respondents were partnered. 
 Finally, in the third study, I created a path analysis in AMOS (Version 27) to 
examine the direct and indirect associations of sexual violence on PTSD and relationship 
satisfaction through relational decision-making among partnered sexual minority 
individuals. Direct effects between sexual violence and PTSD, as well as between 
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relational decision-making and relationship satisfaction, were supported by the model. 
Despite good model fit, indirect effects of sexual violence on PTSD through relational 
decision-making, and indirect effects of sexual violence on relationship satisfaction 
through relational decision-making, were not supported by the model. 
 In addition to identifying the similarities and differences in mental health among 
survivors, these results highlight the importance of psychological well-being as it 
concerns relationship satisfaction for survivors of sexual violence. Additionally, these 
findings demonstrate that emotion-focused coping and interventions that promote shared 
decision-making among couples are clinically relevant strategies for promoting 
relationship functioning among survivors. Despite null findings concerning PTSD, 
identity, and relationship statuses, and a lack of statistical difference in relationship 
satisfaction based on mental health participation, family scientists, and specifically 
marriage and family therapists, appear well-positioned to attend to the psychological and 
relational needs of individuals who have experienced sexual violence. Furthermore, these 
findings bolster the theoretical frameworks upon which the field of family science has 
emerged; plainly, the trauma experienced by one has rippling effects beyond the 
individual. Although it cannot be determined based on these studies whether the 
emotional-coping strategies endorsed by the respondents or the level of shared decision-
making changed explicitly because of the sexual violence, the emotional and relational 
processes involved in determining relationship satisfaction are very much apparent within 
the data. Said differently, the emotional and relational processes by which an individual 
copes and partners has meaningful implications for survivors of sexual violence, and 
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together highlight the need for clinical interventions that not only support survivors but 
also facilitate happy and healthy relationships. 
5.1 Supporting Survivors: An Applied Context 
Marriage and family therapists (MFTs) are trained in psychotherapy and family 
systems to treat wide range of clinical problems, including individual psychological 
problems and marital issues (American Association of Marriage and Family Therapy; 
AAMFT, 2021). For MFTs, conceptualizing the presenting problem includes an 
assessment of the relationships and systems in which clients are embedded (AAMFT, 
2021). The results of this dissertation project indicate that the psychological impacts of 
sexual trauma are linked to relationship satisfaction, which likely makes marriage and 
family therapy an effective treatment strategy for survivors given the clinical focus on 
both mental health and relational processes within the profession. On the one hand, 
clinicians can attend to the psychological distress experienced by the client with care 
given to the potential impacts the distress is imposing in other spheres of life, including 
romantic relationships. On the other hand, clinicians can attend to relationship issues with 
the understanding of how experiences of trauma can show up in couple issues. 
Findings reported in this dissertation emphasize the important role that 
psychological distress has on relationship satisfaction following sexual violence, and 
perhaps underscores the relevance that certain coping strategies have in mitigating the 
psychological sequalae, above and beyond the effects of PTSD symptom severity that, in 
turn, impact relationship satisfaction. For instance, psychological distress has an 
important impact on perceived relationship satisfaction reported by survivors; however, 
findings indicate that how individuals generally cope with negative or unpleasant events 
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explained more variance in relationship satisfaction than PTSD symptoms. In a clinical 
context, this information is important for mental health providers, especially when 
individuals with sexual trauma histories engage in couples counseling. Not only should 
clinicians be assessing for trauma histories, but when individuals report sexual trauma, 
clinicians should be paying attention to how clients are generally coping with those 
experiences, especially when it comes to patterns of withdrawal and seeking social 
support. 
 Indeed, feelings of detachment or estrangement with others and a markedly 
diminished interest or participation in activities underly symptoms of PTSD (American 
Psychological Association, 2015). Patterns of withdrawal within couple contexts can also 
cultivate a rigid negative cycle of interaction, which can contribute to less satisfaction 
and worse conflict-affective recoveries over time (Laurent et al., 2008; Prager et al., 
2019; Sasaki & Overall, 2021). Withdrawal reactions typically leave neither partner 
feeling secure or satisfied in relationships, and if sustained cycles of withdraw/pursue or 
attack/defend persist, it can leave clients feeling like their partner will not be there for 
them when they really need them (MacIntosh, 2017). Thus, not only is withdrawal a 
symptom associated with psychological distress, but when individuals withdraw from 
their partners, they are also engaging in adverse behaviors that create dissatisfaction in 
relationships. Seeking out social support via a romantic partner is likely both an antidote 
to psychological distress and a buffer against low levels of relationship satisfaction; 
however, positive support seeking (e.g., recognizing partner as support, expresses 
feelings related to problem, etc.) can be hard to do, especially among distressed couples 
(Verhofstadt et al., 2013). Moreover, research indicates higher levels of negative support 
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seeking (e.g., rejecting help, making demands for help, etc.) in distressed couples than 
non-distressed couples (Verhosfstadt et al., 2013). Taken together, withdrawal may not 
only be associated with poor relational interactions, but individuals might also be 
resistant to seeking support for distress once these negative patterns are already in place. 
Furthermore, if individuals are experiencing symptoms of posttraumatic stress, 
disengagement is likely, which only perpetuates negative couple dynamics. 
Following sexual trauma, individuals may struggle to communicate attachment 
needs and partners may be unlikely to know how to respond, thus the couple oscillates 
between periods of intense emotion followed by periods of shutdown and possibly 
dissociation. In fact, cycles of arousal and avoidance can lead to—and can certainly feel 
like—reenactments of past trauma (Buttenheim & Levendosky, 1994), and have been 
conceptualized as attempts to resolve past traumatic relationships (MacIntosh, 2017). 
When these repeated attempts fail, the intensity of interaction begins to dominate couple 
experiences of each other and can lead to “rigid polarization” (MacIntosh, 2017, p. 346). 
Therapy can help bring a new perspective to these interactions. Clinicians can attend to 
the deep emotional pain and fear embedded in these cycles, while also working directly 
with the emotions and emotional processes stemming from the trauma (Mlotek & Paivio, 
2017). Clinicians can help clients practice emotion regulation skills within sessions, 
while also providing psychoeducation about trauma and PTSD so that partners can better 
understand signs of escalation and dissociation (Wen et al., 2020). Emotion regulation 
helps individuals develop skills for managing symptoms of posttraumatic stress, whereas 
psychoeducation helps partners understand that what they experience as withdrawal is 
likely a symptom of the trauma and may have nothing to do with them, although partner 
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responses can certainly contribute to withdrawal patterns within the relationship, and if 
present should also be addressed. In this way, therapy serves as a corrective emotional 
experience (Wen et al., 2020) and reestablishes safety and security with the dyad. 
Although the results cited within the dissertation did not evidence direct links 
between sexual violence and relationship satisfaction, the results did demonstrate that 
shared relational decision-making power was positively related to relationship 
satisfaction among survivors of sexual violence. Thus, helping clients adjust their 
communication skills to promote shared decision-making could be relevant in these 
contexts. MFTs might also consider how egalitarian views are limiting or promoting 
shared decision-making, given that women who perceive themselves to be in egalitarian 
marriages tend to report higher levels of happiness both in the present and 15 years later 
(LeBaron et al., 2014). Knudson-Martin et al. (2015) have recommended seven clinical 
competencies for attending to power imbalances within relationships that range from 
identifying enactments of cultural discourses and attuning to underlying sociocultural 
emotions, to fostering relational safety and facilitating shared relationship responsibility. 
Clinicians who organize their therapeutic responses in ways that attend to power 
imbalances can help identify and track the often imperceptible cultural discourses that are 
prevalent within relationships and “identify alternatives consistent with goals of mutual 
support” (Knudson-Martin et al., 2015). In the same way that medical models of shared 
decision making empower autonomy and choice in recovery and treatment among 
sexually exploited youth (Sahl & Knoepke, 2018), shared decision-making within 
relationships can cultivate mutual respect and reciprocity that ultimately encourages 
active participation in relationships (i.e., the opposite of withdrawal), cultivates an active 
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voice in naming attachment needs (i.e., seeking support), and can contribute to healing. 
Moreover, regaining control in any way is crucial and can facilitate survivor 
empowerment (Ullman & Townsend, 2008) and posttraumatic growth (Kirkner & 
Ullman, 2020). 
Although no differences in PTSD symptoms were found based on gender, 
relationship, or sexual orientation statuses, MFTs operating from feminist, intersectional, 
and anti-violence frameworks should be mindful of inequities and disparities experienced 
by different groups (Few-Demo & Allen, 2020). However, being mindful of sociocultural 
and institutional constraints resulting in disparities of health and well-being is not 
enough. Therapists must do the work, so to speak, and the work is not and cannot be 
neutral. Not only can neutrality inadvertently reinforce systems that support violence, but 
perhaps equally as problematic, can also ignore the role that this profession has played in 
pathologizing lesbian, gay, bisexual, transgender, and queer (LGBTQ) identities. 
Borrowed and adapted from Samuel’s (2020) vision of systemic therapists’ role in 
dismantling systemic racism, therapists must critically examine their own biases 
concerning homophobia, transphobia, sexism, classism, ableism, and racism; after all, 
interpersonal violence is embedded in systems of oppression and power. If MFTs are to 
be agents of systemic change, a collective consciousness raising must happen within the 
field, but not in ways that burden our LGBTQ clients or colleagues. Moreover, the 
profession must also advocate for the abolishment of laws and policies that have 
historically disadvantaged marginalized communities (Samuel, 2020), which include the 
very communities that we serve every day. Additionally, diversity and cultural 
competency training must also evolve into practices of diversity and cultural competence 
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within the therapeutic space because being culturally sensitive is not the same as doing 
culturally sensitive work (D’Aniello et al., 2016). Perhaps this is not the time or space to 
reflect on how the field of marriage and family therapy has contributed to and 
perpetuated systems of oppression and disadvantage that cultivate sexual violence, and in 
no way does this serve as an exhaustive review concerning the scope of the problem. But 
perhaps not doing so would only reinforce systems of violence, which are ultimately 
antithetical to the pursuit of the field at large. Samuel (2020), I argue, said it best, “As 
MFTs, we have committed to acknowledging that human suffering is a reflection of the 
systems in which they endure and improving such systems” (p. 12), and at this juncture, 
in the present moment, MFTs can no longer be complacent. 
Finally, in conclusion, sexual violence encompasses a wide range of sexually 
violent acts (Canan & Levand, 2019) that are perpetuated onto individuals at staggering 
rates, and it has the capacity to disrupt interpersonal relationships. Psychological distress, 
coping strategies, and relational decision-making cannot be ignored when it comes to 
relationship satisfaction among survivors of sexual violence. To help understand how to 
help individuals who have previously experienced sexual violence, researchers and 
clinicians across disciplines should be aware of the psychological and relational impacts 





APPENDIX 1. SEXUAL EXPERIENCES SURVEY–SHORT FORM 
VICTIMIZATION 
 
The following questions concern sexual experiences that you may have had that were 
unwanted.  We know that these are personal questions, so we do not ask your name or 
other identifying information.  Your information is completely confidential.  We hope 
that this helps you to feel comfortable answering each question honestly. Place a check 
mark in the box showing the number of times each experience has happened to you. If 
several experiences occurred on the same occasion--for example, if one night someone 
told you some lies and had sex with you when you were drunk, you would check both 
boxes a and c.  The past 12 months refers to the past year going back from today.  Since 











1. Someone fondled, kissed, or rubbed up against the private areas 
of my body (lips, breast/chest, crotch or butt) or removed some 
of my clothes without my consent (but did not attempt sexual 
penetration) by: 
0    1     2    3+ 0    1     2    3+ 
 a. Telling lies, threatening to end the relationship, threatening to 
spread rumors about me, making promises I knew were untrue, 
or continually verbally pressuring me after I said I didn’t want 
to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality or attractiveness, 
getting angry but not using physical force, after I said I didn’t 
want to. 
 
       
 
       
 c. Taking advantage of me when I was too drunk or out of it to 
stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or someone close to me.  
 
       
 
         
 e. Using force, for example holding me down with their body 
weight, pinning my arms, or having a weapon. 
 
       
 




2. Someone had oral sex with me or made me have 
oral sex with them without my consent by: 
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
 
       
 
         
 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 
       
 
3. If you are a male, check box and skip to item 4. 
A man put his penis into my vagina, or someone 
inserted fingers or objects without my consent 
by: 
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
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 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 
       
 
4. A man put his penis into my butt, or someone 
inserted fingers or objects without my consent 
by:   
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
 
       
 
         
 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 
       
 
5. Even though it didn’t happen, someone TRIED to 
have oral sex with me, or make me have oral sex 
with them without my consent by: 
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
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 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
 
       
 
         
 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 
       
 
6. If you are male, check this box and skip to item. 
Even though it didn’t happen, a man TRIED to 
put his penis into my vagina, or someone tried 
to stick in fingers or objects without my consent 
by: 
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
 
       
 
         
 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 




7. Even though it didn’t happen, a man TRIED to 
put his penis into my butt, or someone tried to 
stick in objects or fingers without my consent 
by: 
 
0    1     2    3+ 
 
0    1     2    3+ 
 a. Telling lies, threatening to end the 
relationship, threatening to spread rumors 
about me, making promises I knew were 
untrue, or continually verbally pressuring me 
after I said I didn’t want to.  
 
         
 
       
 b. Showing displeasure, criticizing my sexuality 
or attractiveness, getting angry but not using 
physical force, after I said I didn’t want to. 
 
       
 
       
 c. Taking advantage of me when I was too 
drunk or out of it to stop what was happening. 
 
       
 
       
  
d. 
Threatening to physically harm me or 
someone close to me.  
 
       
 
         
 e. Using force, for example holding me down 
with their body weight, pinning my arms, or 
having a weapon. 
 
       
 
       
 
8. Did any of the experiences described in this survey happen to you 1 or more times?   
Yes      No   
9. What was the sex of the person or persons who did them to you? 
Female only          
Male only        
Both females and males      
I reported no experiences    




APPENDIX 2.  PTSD Checklist for DSM-5 (PCL-5) 
Instructions: Below is a list of problems that people sometimes have in response to a 
very stressful experience. Please read each problem carefully and then circle one of the 
numbers to the right to indicate how much you have been bothered by that problem in the 
past month. 
 












1. Repeated, disturbing, and unwanted 
memories of the stressful 
experience? 
0 1 2 3 4 
2. Repeated, disturbing dreams of the stressful 
experience? 
0 1 2 3 4 
3. Suddenly feeling or acting as if the stressful 
experience were actually happening again 












4. Feeling very upset when something 
reminded you of the stressful experience? 
0 1 2 3 4 
5. Having strong physical reactions when 
something reminded you of the stressful 
experience (for example, heart pounding, 











6. Avoiding memories, thoughts, or 
feelings related to the stressful 
experience? 
0 1 2 3 4 
7. Avoiding external reminders of the stressful 
experience (for example, people, places, 












8. Trouble remembering important 
parts of the stressful experience? 
0 1 2 3 4 
9. Having strong negative beliefs about 
yourself, other people, or the world (for 
example, having thoughts such as: I am 
bad, there is something seriously wrong 
with me, 












10. Blaming yourself or someone 
else for the stressful experience 
or what happened after it? 
0 1 2 3 4 
11. Having strong negative feelings such as 
fear, horror, anger, guilt, or shame? 
0 1 2 3 4 
12. Loss of interest in activities that you used to 
enjoy? 
0 1 2 3 4 
13. Feeling distant or cut off from other people? 0 1 2 3 4 
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14. Trouble experiencing positive feelings (for 
example, being unable to feel happiness or 












15. Irritable behavior, angry outbursts, or acting 
aggressively? 
0 1 2 3 4 
16. Taking too many risks or doing things that 
could cause you harm? 
0 1 2 3 4 
17. Being “superalert”or watchful or on guard? 0 1 2 3 4 
18. Feeling jumpy or easily startled? 0 1 2 3 4 
19. Having difficulty concentrating? 0 1 2 3 4 





APPENDIX 3. GLOBAL MEASURE OF RELATIONSHIP SATISFACTION 
Overall, how would you describe your overall relationship with your partner? 
 
1.  
1 2 3 4 5 6 7 





1 2 3 4 5 6 7 
Very 
Unpleasant 





1 2 3 4 5 6 7 
Very 
Negative 





1 2 3 4 5 6 7 
Very 
Unsatisfying 





1 2 3 4 5 6 7 







APPENDIX 4. BEHAVIORAL EMOTION REGULATION QUESTIONNAIRE 
 
1. I engage in other, unrelated activities 
 
1 2 3 4 5 
Almost 
Never 




2. I set my worries aside by doing something else 
 
1 2 3 4 5 
Almost 
Never 




3. I do other things to distract myself 
 
1 2 3 4 5 
Almost 
Never 




4. I engage in an activity which makes me feel good 
1 2 3 4 5 
Almost 
Never 




5. I avoid other people 
1 2 3 4 5 
Almost 
Never 




6. I withdraw 
1 2 3 4 5 
Almost 
Never 




7. I isolate myself 
1 2 3 4 5 
Almost 
Never 




8. I close myself off to others 










9. I try to do something about it  
1 2 3 4 5 
Almost 
Never 




10. I get to work on it 
1 2 3 4 5 
Almost 
Never 




11. I take action to deal with it 
1 2 3 4 5 
Almost 
Never 




12. I do whatever is required to deal with it 
1 2 3 4 5 
Almost 
Never 




13. I look for someone to comfort me 
1 2 3 4 5 
Almost 
Never 




14. I ask someone for advice 
1 2 3 4 5 
Almost 
Never 




15. I share my feelings with someone 
1 2 3 4 5 
Almost 
Never 




16. I look for someone who can support me 
1 2 3 4 5 
Almost 
Never 




17. I move on and pretend that nothing happened 
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1 2 3 4 5 
Almost 
Never 




18. I repress it and pretend it never happened 
1 2 3 4 5 
Almost 
Never 




19. I behave as if nothing is going on 
1 2 3 4 5 
Almost 
Never 




20. I block it out 
1 2 3 4 5 
Almost 
Never 





APPENDIX 5. DEMOGRAPHIC QUESTIONNAIRE 
 
1. With which of the following gender identities do you most closely identify? 
a. Female 
b. Male 
c. Non-binary/third gender 
d. Prefer to self-describe (please specify) 
e. Prefer not to say 
 
2. Do you identify as transgender? 
a. Yes 
b. No 
c. Prefer not to say 
 
3. What is your sexual orientation? 
a. Asexual 
b. Bisexual 
c. Gay or Lesbian/Homosexual 
d. Pansexual 
e. Straight/Heterosexual 
f. Prefer to self-describe (please specify) 
g. Prefer not to say 
 














5. Select your birth year 
 
6. With which of the following racial and ethnic classifications do you 
identity?  Select all that apply. 




c. Black or African American 
d. Hispanic or Latino 
e. Native Hawaiian or Pacific Islander 
f. White or Caucasian 
g. Another racial or ethnic identification (please identify) 
 





e. Something else 
 
8. How would you describe your religious preference? 
a. Agnostic 
b. Atheist 
c. Baptist – Unspecified 
d. Baptist – Northern 























9. Which denomination? 
a. Baptist – Unspecified 
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b. Baptist – Northern 













p. Seventh Day Adventist 
q. Something else 
 
10. Would you say that you are . . . 
a. Very religious 
b. Somewhat religious 
c. Slightly religious 
d. Not religious 
 
11. To what degree do your religious beliefs inform your day to day decisions? 
a. A great deal 
b. Somewhat 
c. Slightly 
d. Not at all 
 
12. Please describe your current relationship status 
a. Single 






13. Please indicate which of the following most closely resembles your current 
intimate partnership. If you are not currently in an intimate partnership, please 
indicate which of the following most closely resembles your most recent intimate 
partnership. 
a. Monogamous relationship (one sexual/intimate partner at a time) 





14. Please indicate how long you’ve been in your current relationship. If you are not 
currently in a relationship, please indicate how long your previous relationship 
lasted. 
a. [open-ending response] 
 
15. Please indicate the highest level of education you have achieved 
a. Did not complete high school 
b. High school diploma (or GED) 
c. 1 year of college (but no degree) 
d. 2 years of college (but no degree) 
e. Associates degree 
f. 3 years of college (but no degree) 
g. 4 years of college (but no degree) 
h. Bachelor’s degree 





APPENDIX 6. ONE-WAY ANOVA SUPPORTING THE DECISION TO GROUP 
EXPERIENCES OF CSA 
Table 9 
Means, Standard Deviations, and One-Way ANOVA for PTSD Symptom Severity 
According to Childhood Sexual Abuse (N = 322) 
 Groups   
 1. Yes  2. No  3. Unsure   
  (n = 171)  (n = 108)  (n = 43)  ANOVA test 
Variables M SD  M SD  M SD  F p 
PTSD 46.08 16.51  34.08 18.99  37.95 15.14  15.89 < .001 
 
 
An ANOVA was conducted to assess the differences in PTSD symptoms among three 
different childhood sexual abuse experiences: yes, no, unsure. The Levene’s statistic was 
statistically significant (p = .013) indicating that homogeneity of variance could not be 
assumed across these groups. Thus, Welch’s adjusted F ratio was used, which indicated 
that at least two of the groups were statistically different from one another and that CSA 
experiences had moderate effects on PTSD symptoms severity, Welch’s F(2,118) = 
15.89, p < .001, 2 = .09. See Table 10 for means, standard deviations, and results of 
the one-way ANOVA. Planned contrasts revealed that reporting an experience of CSA 
(M = 46.08, SD = 16.51) statistically increased PTSD symptoms compared to having no 
reported experiences of CSA or being unsure about experiences of CSA (M = 35.19, SD 
= 18.08), t(221.95) = -5.19, p < .001, d = 0.63. However, PTSD symptoms did not 
statistically differ between having no CSA experiences (M = 34.08, SD = 18.99), and 
being unsure of CSA (M = 37.95, SD = 15.14), t(96.28) = 1.31, p = .192, d = 0.24. Thus, 
because those who reported experiences of CSA exhibited moderate differences on PTSD 
scores than those who did not or were unsure of CSA experiences, but those who did not 
report CSA and those who were unsure about CSA did not have statistically different 
PTSD scores, the decision was made to group those without CSA histories and those who 
were unsure of CSA into one category labeled no (scored as 1), retaining those who 
reported a history of CSA into a single category labelled yes (2). 
Table 10 
Means, Standard Errors, and Planned Contrasts for the Effects of Childhood Sexual Abuse on 
PTSD Symptom Severity 
Contrast Value Contrast SE t df p d 
Yes CSA vs No/Unsure CSA -20.12 3.88 -5.19 221.95 < .001 0.63 
No CSA vs. Unsure CSA 3.87 2.94 1.31 96.28 .192 0.24 
 
 
APPENDIX 7. DECISION-MAKING 
For the following questions, please think about the main person making decisions in your 
current relationship. If you are not in a relationship at the time, please think about who 
made decisions in your previous relationship(s). 
 
1. Who makes the decisions about obtaining healthcare? 
a. Mainly myself 
b. Mainly my partner 
c. Mainly myself and my partner jointly 
d. Decisions about obtaining healthcare did not apply to my current or 
previous relationship(s) 
2. Who makes the decisions about making large household purchases? 
a. Mainly myself 
b. Mainly my partner 
c. Mainly myself and my partner jointly 
d. Decisions about making large household purchases did not apply to my 
current or previous relationship(s) 
3. Who makes the decisions about making purchases for daily household needs? 
a. Mainly myself 
b. Mainly my partner 
c. Mainly myself and my partner jointly 
d. Decisions about making purchases for daily household needs did not apply 
to my current or previous relationship(s) 
4. Who makes the decisions about visiting family relatives? 
a. Mainly myself 
b. Mainly my partner 
c. Mainly myself and my partner jointly 
d. Decisions about visiting family relatives did not apply to my current or 
previous relationship(s) 
5. Who makes the decisions about deciding household activities? 
a. Mainly myself 
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